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NEW—“Bright’s Disease —by W. J. Stone 


W. B. SAUNDERS COMPANY 


The great frequency of Bright’s disease and its high mortality rate make this new book one ot 
the most important we have published in a long time. It is a practical, clinical book, because 
Dr. Stone wrote it from bedside notes which he has been compiling for the past twenty vears 


The presentation includes chapters on water balance, edema, kidney function tests and what 
they mean, acidosis and alkalosis, uremia, tests for urinary proteins and blood, biochemistry 
of the blood in renal disease, renal insufficiency in conditions other than Bright’s disease, 
acute hemorrhagic [Bright's degenerative Bright’s disease, arterial hypertension, 
arteriosclerosis, and arteriosclerotic Bright’s disease, senile kidney, and other discussions 
necessary to a full and practical knowledge of Bright's disease and arterial hypertension and 
its diagnosis, management and treatment. 


disease, 


Each type of Bright’s disease is given its full discussion, including etiology, symptoms, diag 
The logical arrangement of the be 0k, the orderly presentation 
a book to which physicians, 
and find quickly! 


nosis, and detailed treatment. 
of the subject, the numerous illustrations, combine to form 
surgeons and specialists can turn, confidently knowing that they will find 


today’s information on this most important disease. 
d. By Witrarp J. Stone, B.Sc., M.D., F.A.C.P., Clinical Professor of Medicine, University of 


Octavo of 3 
Southern Calitornia Cloth, $5.00 net 


pages, illustrat. 


Philadelphia and London 
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PROTIODIN 


(lodine Proteinate —1=15%) 


Composition: A combination of iodine with a digestible protein molecule.  In- 
soluble in water or acids. Each tablet contains 2 gr. of Protiodin, the equiva- 
lent of 22 mg. of metallic iodine. 


Action: Supplies a virtually nascent iodine to the system, permitting it to pass 
through the stomach without change. 


Indications: The same as for iodine or the iodides. 
Dose: From | to 3 tablets from one to three times a day with meals. 


Availability: Bottles of fifty and five hundred 4-gr. tablets, $1.15 and $9.75, 


SPICER and COMPANY 


GLENDALE, CALIF. NEW YORK, N. Y CHICAGO, ILL. DALLAS, TEX. PORTLAND, ORE 
P. ©. Box 700 9 Park Place 911 Burnham Bldg 834 Allen Bldg 316 Pittock Block 
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Mellin's Food 


Milk Modifier 


for 
Infant Feeding 











Samples of Mellin’s Food 
and literature sent to 
physicians upon request. 


Feeding the Well Baby 


MEXTURES for feeding the well baby prepared as directed 

from milk and Mellin’s Food provide for an intake of nour- 
ishment that furnishes for each pound of body weight amounts 
of protein, fat, carbohydrates, minerals and fluid that cover the 


requirements for these constituents during the early period of 
life. 


HE relative proportions of these constituents are nicely 
adjusted and the energy value is supported by adequate 
calories. 


EEDING mixtures prepared according to these formulas are 

well digested, movements are usually normal, and as it is 
characteristic of most babies fed upon milk properly modified 
with Mellin’s Food that they are not troubled with constipa- 
tion, this annoying condition is not likely to occur. 


BY following this plan of feeding, the baby’s satisfactory 

progress may be expected. It therefore becomes a simple 
matter to feed the baby who is well and presents no difficulty 
other than that of being deprived of breast milk. 


Directions for using Mellin’s Food are left entirely to the physician. 


Mellin’s Food Company, Boston, Mass. 


MELLIN’S FOOD: Produced by an infusion of Wheat Flour, Wheat Bran and Malted Barley admixed 
with Potassium Bicarbonate —consisting essentially of Maltose, Dextrins, Proteins and Mineral Salts 
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Authoritative Digest 


of 


Scientific Literature 


on the Banana 


“Nutritive and Therapeutic Values 


of the Banana—A Digest of Scien- 
tific Literature” is the title of a 
new publication offered to you free 
on request. It has been prepared 
with the object of enabling the busy 
physician, as well as the dietitian, 
to become quickly yet thoroughly 
acquainted with the published 
facts regarding the nutritive and 
therapeutic values of the banana. 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


This digest, in the form of an 
annotated bibliography, embraces 
both articles and books, including 
English translations of literature 
originally published in other lan- 
guages. 

You may secure a copy without 
cost or obligation. Simply fill in 
and mail the coupon below. 
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1 Federal Street, Boston, Massachusetts = 
Please send me FREE my copy of your new publication, “Nutritive and = 

Therapeutic Values of the Banana—A Digest of Scientific Literature.” = 

Name = 
Address = 
City State = 
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Reestablishment of natural peristaltic rhythm in cases of habitual 
constipation may be accomplished with Saraka*. It provides a bland, 
easily-gliding bulk, lacking in the average daily diet. Saraka also 
gives rhythmic motility to the flabby intestinal musculature. 


Saraka’s bulk forms an integral part of the intestinal contents, soften- 
ing and smoothing the fecal mass. It causes no griping, digestive 
disturbances, or annoying leakage. 


SARAKA 


is not habit-forming. To pure bassorit granules 
(derived from an East Indian tree sap) a specially- 
prepared frangula is added. These give smooth, 
lubricated 


BULK PLUS MOTILITY 


Try Saraka clinically in order to convince yourself of its safety and 
efficacy. Simply fill in and mail the coupon below for your free trial 
supply. 


SCHERING CORPORATION 
BLOOMFIELD, NEW JERSEY 





©1936, S.C. Bifd. N.J. 









Oo t SCHERING CORPORATION, BLOOMFIELD, N. J. 
0 a 


Please send me Free clinical trial supply of Saréka. 


ee a Sc a a ae ers a 


*Reg. U.S. Par. Of PGs ih ata. oto e OR ee LU vi nn'a, opie stun 


















PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS Pe eo 
November, 


CAL BISA CAL BISMA- CALSBIS-MA= CAL-BISMA 





Gastric Hyperacidity 


In the relief of gastric hyperacidity, speed is 
essential — Cal-Bis-Ma provides it. The neutraliz- 
ing effect should be prolonged so as to prevent 
secondary acid rise—again Cal-Bis-Ma takes care 
of that. The irritated gastric mucosa should be 
soothed and protected from further irritation — 
that, too, is an important mission of Cal-Bis-Ma. 
Send for a trial supply and descriptive literature. 


CAL-BIS-MA 


WILLIAM R. WARNER & CO., INC. 
113 WEST 18TH STREET - NEW YORK CITY 


Cal-Bis-Ma (powder) is supplied in tins (with removable label) con- 
taining 134 and 4 ounces and one pound. Tablets, in bottles of 110. 
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INCREASE THE VALUE OF MILK 
For the Undernourished Child 








IMPROVES THE TASTE 


OvALTInE has a delicious taste and renders the milk more 
palatable and attractive to children. 


} 
i 
{ 2. IMPROVES THE DIGESTIBILITY 
i iy OvALTINE reduces the curd tension of milk approximately 65%, 
d # producing finer and softer particles (see illustrations). This is 
5 MILK CURD ij calculated to improve the digestibility of milk because the total 
: Without Ovaltine t surface area exposed to the action of enzymes is greatly increased. 
3. IMPROVES THE NUTRITIVE VALUE 
OVALTINE reinforces milk with proteins, carbohydrates and 
fats in an easily digestible form. It is also a good source of 
Vitamins A, B, D and G. 
: 4. IMPROVES THE MINERAL CONTENT 
4 OvaLTinE enriches milk in calcium and phosphorus, and adds, 
sok for aiding in their utilization, a rich supply of Vitamin D. 
MILK CURD Hill The iron and copper content of OvaALTInE has been shown by 
With Ovaltine Curdometer 





CURD TENSION 


The photomicrographs above show finer 
milk curd particles resulting from the addi- 
tion of OvaLtine. The Curdometer is the 
instrument used in measuring the resistance 
of the curd in the Hill Curd test. 


Fill in the Coupon for 
Professional Sample 
Why not let us send you a trial supply of 


animal experiments to correct the anemia that results from 
an exclusive milk diet. 


OVA LTINE 


The Swiss Food-Drink — Now made in the United States 
THIS OFFER IS LIMITED TO PRACTICING PHYSICIANS 


THE WANDER COMPANY, 
180 N. Michigan Ave., Chicago, Ill 

Please send me, without charge, a regular size package of OVALTINE. Evidence of my 
professional standing 1s enclosed 


Dept. A.O.A,. 11 


Ova tine? Jf you are a practicing phy- Dr 
sician, send the coupon together with your Rie AY ht 9 Bra kee 
card, letterhead or other indication of your ie — 


professional standing. 


Canadian subscribers should address coupons to A. Wander, Ltd., Elmwood Park, Peterborough Ont 
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Z, ACID RESISTANCE 
WITH 


KALAK 


Hypertonic—Alkaline—Carbonated—Not Laxative 














The years of experience with physicians who have used 
Kalak show that the use of a formula containing calci- 
um, magnesium, sodium and potassium salts represents 
a correctly balanced solution. This is Kalak which, as 
such, aids in maintaining a balanced base reserve. 


How Alkaline Is Kalak? 
One liter of Kalak requires more than 700 cc. N/10 


HCI for neutralization of bases present as bicarbonates. 
Kalak is capable of neutralizing approximately three- 
quarters its volume of decinormal hydrochloric acid. 





KALAK WATER CO. OF NEW YORE. Inc. 
6 CHURCH STREET 7 NEW YORE CITY 




















If You Have Not Seen 


a recent copy of 


Clinical Osteopathy 


A request on a postal card will bring you 
one—without obligation. Address Cali- 
fornia Osteopathic Association, 799 Ken- 
sington Road, Los Angeles. 
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RICH IN IRON, 


CALCIUM, PHOSPHORUS, 


VITAMIN D 


Doctors find many uses for 


this delicious food-drink 


OCOMALT has a rich content of Iron, 
Calcium, Phosphorus, Vitamin D. 
An ounce of Cocomalt (the amount used 
to make one glass) provides 5 milligrams 
of Iron in easily assimilated form. Three 
glasses provide 15 milligrams of available 
Iron, the amount recognized as the aver- 
age daily nutritional requirement. 

Each glass of Cocomalt in milk also 
provides .33 gram of Calcium, .26 gram 
of Phosphorus, 81 U.S.P. units of Vita- 
min D. 


Helps bring sound sleep 


Cocomalt is easily digested, quickly 
assimilated. It is delicious hot or cold, 
tempting to young and old alike. Taken 


hot before retiring, it helps induce sound, 
restful sleep. 


Sold at grocery, drug and department 
stores in ¥-lb. and 1-lb. air-tight cans. 
Also available in 5-lb. cans for profes- 
sional use, at a special price. 


FREE TO OSTEOPATHIC PHYSICIANS 


We will be glad to send you a trial-size can of deli- 
cious Cocomalt. Simply mail this coupon with your 
name and address. 
aD ap GD Gm GD GD a> a a a a a a —-— 7-4 
R. B. Davis Co., Dept. 11-L, Hoboken, N. J. | 
Please send me a trial-size can of Coco- | 
malt without charge. 


SN | 
ME cciccnstiditciniianicimigacatiiiaainidibilimninaaaiN | 
CO ociniiieninoiemeiae en 
Cocomalt is the registered trade-mark of the 
R. B. Davis Company, Hoboken, N. J. | 


f--------7 
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— HEPATICA acts to restore 
and maintain the alkaline 
level of tissue fluids and to pre- 
vent the absorption of waste 
substances. It does this by os- 
mosis and increased peristalsis. 
Also, it gives rapid and lasting 
relief and protection in condi- 
tions due to lowered resistance. 


SAL HEPATICA is scientifically 
prepared to achieve the same 
safe synergistic action charac- 
teristic of many famous medici- 
nal spring waters. Effervescence 
makes it a palatable laxative. 

A clinical supply of this aperi- 
ent of two-fold action promptly 
sent upon request. 


SAL HEPATICA 


CLEANS 
the 
INTESTINAL TRACT 
and 


COMBATS ACIDITY 


BRISTOL-MYERS COMPANY 
19-HH WEST 50th STREET 
NEW YORK CITY 
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If your patient’s nose 
were inside out... 


Then he could see for himself that dropper- 
applied medication doesn’t spread very far 
without his assuming awkward positions. But the 
inside of your patient’s nose is very likely a 
mystery to him. So he has no way of knowing 
the best way of applying medication when home- 
treatment is prescribed — unless you tell him. 
X-rays indicate that medication sprayed in the 
nose reaches the superior turbinate area. You 
can therefore prescribe the use of an atomizer 
with full confidence that the patient’s self-treat- 
ment will be as effective as possible. His posture 
is unimportant, the solution gets where it ought 
to go, and waste is avoided. 

DeVilbiss Atomizer prices make them available 


to anyone. 


DeVilbiss 


The DeVilbiss Company, 310 Phillips Avenue, Toledo, 
Ohio, headquarters for atomizers and vaporizers 


for professional and home use 
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Even i ge 
Each Mot Geitcme 


SHE COULDN’T por A 
MODIFICATION LIKE S.M.A. 


Laboratory equipment and control are necessary to In the S.M.A. plant, tuberculin-tested cows’ milk 


modify cows’ milk to approximate human breast _ is processed in the finest equipment that money 
milk in chemical and physical characteristics. Kitchen _can buy, under the supervision of trained chemists. 
equipment is not intended for work of such precision. There the difficult and tedious part of modi- 

fication to breast milk standards* is done. 
Therefore, in S. M. A. we are able 
to offer the physician a product 
simple to prescribe, the mother 
a product simple to prepare. 
Do you wish samples, doctor? 





*S.M.A. is a food for infants—derived from 
tuberculin tested cows’ milk, the fat of which is replaced by 
animal and vegetable fats including biologically tested cod 
liver oil; with the addition of milk sugar and potassium 
chloride; altogether forming an antirachitic food. When 
diluted according to directions, it is essentially similar to human 
milk in percentages of protein, fat, carbohydrates and ash, 
in chemical constants of the fat and in physical properties. 


" THIS IS BUT ONE OF OVER 50 TESTS PERFORMED ON S S.M.A. CORPORATION e CLEVELAND, O 
-M.A. eo 


S. M. A. WHICH ARE IMPOSSIBLE IN THE HOME. 








10 PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 








“THANKS TO YOU, 
DOCTOR, 


More mothers voted 


for me than for all the 
= others combined!”’ 
PN 











ae Two national magazine groups, acting entirely independ- 
ently, asked 200,000 readers: “What brand of strained 
baby foods do you use?” 


7 


And more mothers wrote the name “Gerber’s” than 
all other brands combined! The exact figures and per- 
centages are shown below. 


We want to thank you and the thousands of other 
doctors whose recommendations to mothers have resulted 
in this overwhelming national preference for Gerber’s. 
We also wish to pledge a continuation of the policy that 
has won your support: 


Gerber never has and never will give feeding formulas 
or medical suggestions. Gerber will continue to empha- 
size that each baby is an individual problem and to 
advise mothers to consult their physicians. And Gerber 
will continue to provide strained foods in as basic form 
as possible so that your diet instructions may be followed 
to the letter. 


FAW OUP’S a 35 
October, 19: 0 
estionnat: 


ed baby f° 
50.6% 


lies to a" 
gos reP ' 
nen using strain 


i to 
5,11 replies 
a oo shove using ®t 
re’ ° 
GERBER’S 
STRAINED F 








Shaker-Cooked Strained Foods 


STRAINED TOMATOES, GREEN BEANS, BEETS, 
CARROTS, PEAS, SPINACH, VEGETABLE SOUP. 
ALSO, STRAINED PRUNES AND CEREAL. 








GERBER PRODUCTS COMPANY, Fremont, Mich. 
(In Canada, Grown and Packed by Fine Foods of Canada, Ltd., 
Tecumseh, Ont.) 


Please send me free specimen copy of the new 32-page “Baby’s 
Book” giving authoritative information to mothers on baby care. 
I understand that you will supply additional copies for distribu- 
tion to my patients, on request. 2811 
Ue nsiiasieaihiainuittennenin 
ADDRESS. 
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The Medicinal Ingredients 
GUAIACOL and CREOSOTE make 


NUMOTIZINE 


The Cataplasm Plus Antiphlogistic,Decongestive 


Samples to the Profession 


NUMOTIZINE, Inc. 
900 N. Franklin St., Chicago, Ill. 
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Binder and Abdominal Supporter 


Gives perfect uplift. 
Light, comfortable, dur- 
able. Made of cotton, 
linen or silk. Washable 
as underwear. “Type A” 
has thigh straps; “Type 
N,” garters. No two are 
alike; every one is made 
for the patient who is to 
wear it. 


For general support in 
Pregnancy, Visceropto- 
sis, Obesity, etc. For 
special support in Her- 
nia, Sacro-Iliac needs, etc., and for Post Operative 
support of incisions. 


(Picture Shows Type N) 


Ask for Literature 
KATHERINE L. STORM, M.D. 
Originator, Owner and Maker 


1701 Diamond Street Philadelphia 
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EN ALL HEALING 


as well as 


IN ALL DISEASE 


the capillaries are of paramount importance 


Successive stages of Diapedesis of Polymor- 
phonuclear Neutrophile through Capillary Wall. 





TO PROMOTE HEALING: 


The Long-Retained Heat, Hygro- 
scopic Properties, Medication of 





Stimulate Capillary Activity, and hence, 


Speed up 
THE UNIVERSAL HEALING PROCESS 


Descriptive Literature and Clinical Size on Request 


THE DENVER CHEMICAL MFG. COMPANY 
163 Varick Street - + + New York City 
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WOMEN 


and 
Statistics 





® There is no better way to measure progress in 
a business such as ours than by making a survey 
of those who use our product. Consequently, we 
recently interviewed thousands of women by mail 
about Italian Balm. Here are two interesting 
results: 97-8/10% said—‘Italian Balm acts 
quicker in overcoming chapped, dry, rough and 
red skin than anything I ever used before.” 


And 92-9/10% said—“‘Italian Balm is less expen- 
sive to use than anything I ever used.” 


We believe that a doctor should be interested in 
these statistics because Italian Balm will keep 
his hands soft, smooth and comfortable. Gener- 
ous TRAVEL SIZE bottle on request. Fill out 
coupon and attach to your letterhead. 


Campana’s 


Italian Balm 


THE ORIGINAL SKIN SOFTENER 


“America’s Most Economical Skin Protector” 


4 Professional Division AO 
Batavia, Illinois 


Name 
Street 


City State 


r eC CAMPANA SALES CO. 


Please send me TRAVEL SIZE bottle of Campana's 
Italian Balm—FREE and postpaid. 
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College of Osteopathic 
Physicians and Surgeons 
1721 Griffin Ave. 

LOS ANGELES, CALIFORNIA 


Entrance Requirements 


The College of Osteopathic Physicians and Surgeons 
requires TWO FULL YEARS OF COLLEGE WORK 
including physics, general chemistry, organic chemistry, 
zoology, English, social sciences and electives aggregat- 
ing 60 semester units. This work may be obtained in 
any accredited college if of satisfactory character. This 
requirement MUST BE COMPLETED before entering 
the Freshman class. 


The professional course consists of four years and ful- 
fills all legal requirements for the unlimited license of 
physician and surgeon in California. This is the only 
osteopathic college whose diploma admits to the exam- 
inations for this license. ADMITTED TO FULL REG- 
ISTRATION SEPTEMBER 1, 1936, BY THE DE- 
PARTMENT OF EDUCATION OF THE STATE OF 
NEW YORK. 


The fourth or Senior year is altogether practical in 
character and consists of nine months spent in the Los 
Angeles County Osteopathic Hospital as assistant in- 
ternes or clinical clerks. This arrangement really makes 
our Senior year equivalent to a year of interneship. 


Affiliated institutions consist of the Los Angeles County 
Maternity Service and the Los Angeles County Osteo- 
pathic Hospital, a division of the Los Angeles County 
General Hospital. From twenty-five to thirty interne- 
ships are available on graduation in the Los Angeles 
County Osteopathic Hospital and certain other hospitals. 
For information address the college. 




















“Back Injuries in Industry 


and 


Compensation Insurance” 


By E. P. MALONE, D.O. 


A reprint from the August, 1935, issue of the American Federation- 
ist, (official organ of the American Federation of Labor). En- 
dorsed by the Bureau of Industrial and Institutional Service of the 
American Osteopathic Association. 


Explains the effectiveness of specific osteopathic ad- 
justment in the treatment of industrial back injuries. 
Should be given wide distribution to industrial work- 
ers, employers, members of the state compensation 
commissions, and compensation insurance people. 


Local doctors should cooperate in mailing this book- 
let to members of various labor unions, or, give talks 
and demonstrations before union members, followed 
by the distribution of the pamphlets. 





Prices on Booklet 


QUANTITY PER 100 8 8=©QUANTITY PER 100 
Under 200 ...... $5.00 1100 to 2000..... $3.75 
200 to 400....... 4.75 Over 2000 ...... 3.50 


Price includes envelopes and prepaid parcel postage or express to 
individual add s. If pr 1 card imprint is desired on back 
cover, a charge of fifty cents will be made for each order. 





| 
500 to 1000...... 4.00 Sample copy .... 6c | 


E. P. MALONE, D.O. MIAMI, OKLA. | 
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BALANCE 


ie i) ° Suppivie 8 t 
SSE For perfect health the pH of the the bad 2% alal 
blood must be balanced exactly at pH 7.4. 


BiSoDoL meets the needs of alkali medica- Bis. : 
tion with efficiency and safety. ono 















Samples available to the profession on request. 


The BiSoDoL Company 


New Haven Conn. 


Whalred 





BiSoDo . 

renege: fed ferr ;: 

(30 TABLETS te gee. forme (7 
ai, =7° 





NOW IN TWO FORMS: 
BiSoDoL Powder BiSoDoL Mints 
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WITH THE 


TRIPLEX 


For the treatment of deep-seated lesions such as 
arthritis, chest conditions and traumatisms, 
magnetic induction is the preferred method of 
heating the tissues. 


The Burdick Triplex provides electromag- 
netic induction with sufficient power to effec- 
tively raise the temperatures of deep tissues 
and, in addition, is a potent source of con- 
denser pad short wave diathermy and long 
wave diathermy. 


At the turn of a switch, the Burdick Triplex 
provides: 


Electromagnetic Long Wave Diathermy 
Induction Cutting 
Fever Therapy Desiccation 


Short Wave Diathermy Coagulation 


Accepted by the Council on Physical Therapy 
of the A.M.A. 


Our new Finance Plan places a Tri- 
plex within reach of every practitioner 





THIS WINTER supply Vitamin D to your patients 
with Burdick Ultraviolet Equipment. 














THE BURDICK CORPORATION, 
Milton, Wisconsin: Dept. AOA 1136 


Please send descriptive literature re- 
garding the Burdick Triplex. 
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GanAiden 






‘ eouenem Lore, is eaasoruere 


Totem, a actiesall 


PROFESSIONAL SIZE CONTENTS 2 ors 
Price $2.50 


9ke MOST POWERFUL LOCAL 
ANAESTHETIC FOR MINOR 
SURGERY... 

To be used on all mucous membranes 


of the body and mouth. 


*QUICKER ACTION 
«DEEPER ANAESTHESIA 


Our files contain thousands of un- 
solicited letters from members of 
the Medical and Dental Professions 
lauding its superiority and economy. 


Professional @ NON-NARCOTIC 


size—2oz. 


ye 


NON-TOXIC 


Satisfied Physicians 
are using Gan-Aiden 
daily. 


ONCE USED... 
ALWAYS PREFERRED 


Literature ° 
and samples _ _ injected 
i icall 
available on ypodermically 
© 


request 


ORDER NOW —from your nearest 
Surgical Supply House, or write 


IN bY -W4, ae N10)?9-00)?11 > 
1651 COSMO ST. 








HOLLYWOOD, CALIF. 
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This 
remarkable product 
is truly worthy 
of your 


consideration | 


NONSPECIFIC FOREIGN 
PROTEINS in the TREATMENT 


HERE is real merit to a product of CARBUNCLES 


that can measure up to the rig- 
orous requirements of the medical 
profession. We are particularly proud | 
of the fact that Absorbine Jr. has 
won and retained the approval of a Mek 
| ake operation unnecessar 
substantial number of the medical | @ ERNST . 


Relieve the pain 


Check the spread of infection 


Shorten the natural course 


profession for more than forty years. BIscHort SL ACTIVIN for four or five 
. company days are usually sufficient. 


INCORPORATED 


135 HUDSON $1. 
new YORK, iy 


During that time it has been demon- 
strated again and again, that in the | 
treatment of sore muscles, muscular | 
aches, bruises, sprains—whenever, in 
fact, a good liniment and massage will 

| 

| 








bring relief—Absorbine Jr. is at its 
best. 


| | WHOOPING COUGH 


assistance. It will not blister. We truly The Paroxysmal Stage 
believe that it is worthy of a test. 
Vapo-Cresolene (specially prepared cresols 


If you will mail us your professional of coal tar)sedative, antiseptic, antispasmodic, 
card, we would like 


penetrating. 
to send you a pro- 
fessional size sam- | Vaporized at night to relieve the paroxysms 
pleof Absorbine Jr. at that time; the strength of the patient will 
with no obligation, be conserved. 





of course, so that 
you may test it for 
yourself. 


An inhalant of known dependability. In- 
troduced in 1879. 


Controls cough in broncho-pneumonia and 
bronchitis. Dyspnoea in spasmodic croup 
and bronchial asthma. 


ear Write for special discount to 

dé physicians and informative 

ABSORBINE JR Treatise, “Effective Inhalation 
. aecme = Therapy.” 


. THE VAPO-CRESOLENE CO. = wrenuzer 


For more than forty years, Absorbine Jr. | 62 CORTLANDT STREET NEW YORK, XN. Y. 
| 


W. F. YOUNG, INC., 
399 Lyman Street, 
Springfield, Mass. 

















has helped relieve sore muscles, muscular 
aches, bruises, sprains, Athlete’s Foot. 
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VITAMINS IN CANNED FOODS 


V. VITAMIN G 


@By 1926, it was apparent that the anti- ered in the past as vitamin G is, in reality, 
neuritic vitamin B of earlier investigators a combination of several factors. A relation 
was in reality a combination of several vita- between experimental cataract and vitamin 
mins. In that year, Goldberger postulated G has been described and, recently, another 
the existence of a second vitamin associated associated factor was postulated (5). 


with the so-called vitamin B “complex” 


which he designated as the P-P or pellegre- The significance of these individual factors 


: . i 1 ritio s not as yet been es- 
preventive factor. Evidence has been offered in human nutrition has not as yet . 


that this factor—subsequently named vite- tablished. However, regardless of this fact, 


. one <Sae students of nutrition are agreed that we 
min G—exerts a specific action in the cure , 


and prevention of human pellagra and a must provide for the inclusion of so-called 


similar condition in experimental animals (1). vitamin G—admittedly a complex—in the 
daily dietary. It is also obvious that until 


Since Goldberger’s pronouncement, consid- more is known about the individual com- 
erable research has been devoted to resolu- ponents of the complex, we must continue 
tion of the vitamin B complex and, what is to depend upon present day bioassay meth- 
equally important, to testing the specificity ods to determine the “vitamin G” potencies 
of vitamin G in the cure of human pellagra(2). of foods. 

The findings in the laboratory and clinic In this connection, many canned foods have 
have not, in some respects, been entirely in been found by comparative studies to retain 
accord (3). their original vitamin G potencies as mea- 


; —s sured by methods now in common use (6). 
As reports of further investigations appeared 


in the literature, it became clear that the Investigators in the U. S. Public Health 

vitamin B complex had been aptly named. Service have described their values in the 

At one time claims were made for the exist- control of human pellagra (7). 

ence of as many as eight factors in this com- : 

plex (4). Commercially canned foods, therefore, may 
be used with confidence that they will supply 

While later work has reduced this number, amounts of vitamin G consistent with the 

we know today that what has been consid- amounts present in the raw food materials. 


AMERICAN CAN COMPANY 


230 Park Avenue, New York City 


1) 1926. U.S. Pub. Health Report, 41,297 (4) 1933. J. Nutrition, 6, 559. 6) 1932. J. Nutrition, 5, 307. 

2) 1934. Am. J. Med. Sci., 187, $12 . bggees : +e : 
1935. J. Am Med. Assoc., 104, 1377. 5) 1934. J. Nutrition, 7, 9 1932. Ind. Eng. Chem., 24, 45 

3) 1932. J. Am. Med. Assoc., 99, 120 1936. Science, 83, 17. 7) 1932. J. Am. Med. Assoc., 99, 95 





This is the eighteenth in a series of monthly articles, which will summa- 
rize, for your convenience, the conclusions about canned foods which 
authorities in nutritional research have reached. We want to make this 
series valuable to you, and so we ask your help. Will you tell us on a 
post card addressed to the American Can Company, New York, N. Y., 
what phases of canned foods knowledge are of greatest interest to you? 
Your suggestions will determine the subject matter of future articles. 
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with Pain in 
Their Joints .... 


While relief of the distressing and often agonizing 


Patients 


pain of rheumatism and arthritis cannot eliminate 











a. ° ° P 
a the cause of the disease . . . it does provide grateful 
i" —— surcease for suffering patients and produce fervent 
SET-y. . * * 
OY =| praise for the physician. 
SET-u-Loe | 
= An effective analgesic for external use is 
Bet-U-Lol 
highly commended because it does not interfere with 
soon Do they suffer more = any prescribed systemic therapy or dietary regimen; 
po = than they must? because it facilitates manipulative treatment; and 
ar y because it will not blister. 
yalgia 
Arthritis A supply of Bet-U-Lol for clinical trial will gladly 
Neuritis be sent on request. 
Bursitis 
Neuralgia 


Arthralgia The f{uxtey [ABORATORIES, Inc. 


Athletic Injuries 





17S VARICK ST. 
NEW YORK 




















Short-Wave Therapy 
In Your Office 


Here is a short-wave diathermy unit of proven tissue- 
heating ability. Its physiological effect is well-established 
by laboratory and clinical use. The quality of its con- 
struction is standardized. It’s portable, yet there is 
adequate power for local and sectional body-heating. 
When you consider that a down-payment of only $36.00 
No. 8736 will put such equipment in your office on low monthly 


HOGAN JR. BREVATHERM terms, isn’t the soundness of the investment very 
ibvious? Let us tell vou how easily you may place 

FOR MEDICAL APPLICATIONS: The Hogan your order 

Jr. Brevatherm is designed for ample tissue-heating - P 

of local and sectional body areas at therapeutic | 

intensities. In routine procedures, it suffices for : 

every ordinary need—at your office and at the bedside. Can you visual- 

ize a single day without the need? 


FOR ELECTRO-SURGERY: The tissue-cutting, coagulation, and 
desiccation currents of the Hogan Jr. Brevatherm are very efficient and 
well-controlled for minor office surgery such as tonsillar and cervical 
coagulation, cervical coring, etc. From the surgical angle alone, if no 
other, isn’t the soundness of the investment well established? 








Gentlemen A.O.A.-11-36 


Tell me how easily I may own the Hogan Jr. 
Brevatherm and send literature 


Have your representative call at my office 











Mcintosh Electrical Corporation DO, 


235 N. California Avenue, Chicago, Illinois 
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Some Reasons Why Sacroiliac Lesions Recur* 


H. H. Frvetre, D. O. 
San Mateo, CALIF. 


A sacroiliac lesion may be defined as any patho- 
logical condition of the joint or any -malposition of 
either or both members of the joint that disturbs its 
function, 


A complete discussion of the joint would have to 
include arthritic changes, malignancies, and such in- 
fections as tuberculosis and syphilis, but I shall have 
to confine myself to the mechanical factors only. 


For the last twenty-five years it has been my 
custom in naming a lesion to mention first the bone 
that is moved on its foundation, for instance, lum- 
bosacral if the fifth lumbar vertebra is moved on the 
sacrum. For a long time we thought that the ilium 
moved on the sacrum in all sacroiliac lesions, but the 
late Dr. Reginald Platt, Sr., proved that was not true. 
Then we found that the sacrum is often lesioned on 
the ilia in the extended, flexed, or rotated position. 


When the sacrum leaves its normal position with- 
out disturbing the normal relationship of the innomi- 
nates, this is a true sacroiliac lesion, but a lesion of 
the ilium on the sacrum with a corresponding lesion 
at the symphysis pubis is an iliosacral lesion and 
should be defined as such. 


Character of the Joint-—An old edition of Gray’s 
Anatomy called the sacroiliac joint a synchondrosis. 
Osteopathic physicians proved that it is not. A few 
years later the joint was classed as amphiarthrodial 
and now it is diarthrodial. However, it is not always 
perfectly diarthrodial because the synovial membrane 
does not always cover the entire joint surface and it 
does not normally move freely in all directions, but 
has a very limited rocking motion. I have dissected 
sacroiliac joints that were covered entirely with syno- 
vial membrane and could be called true diarthrodial 
joints, but in the limited number that I have dissected 
I have found a large majority with an anterior and a 
posterior synovial membrane and the center of the 
joint held together by fibrous tissue. The anterior 
and posterior parts of the articulation are connected 
by little passageways about the size of a straw which 
pass through the fibrous tissue and allow the synovial 
fluid to pass from one part to the other. 

As I have said previously, sacral movement con- 
sists of a limited rocking motion and I add that there 
is a slight roll or twist when walking. This motion is 





*Delivered before the 
Convention, New York, 193 


General Sessions of the Fortieth A.O.A. 
6. 


said to occur around an axis at about the second 
sacral segment, but it is my opinion that this axis of 
rotation, as far as the sacrum is concerned, is not 
really an axis at all, but a point a little in front of the 
second sacral segment anteroposteriorly and should be 
in the center of the sacrum laterally. This point is 
determined by posture. The ilia rotate about an axis 
lateral to this point. On account of the anterior por- 
tion of the sacral surface looking outward and up- 
ward and the posterior portion looking outward and 
downward, motion of the sacrum is more limited in 
backward bending than in forward bending, therefore 
lesions of the anterior part of the sacrum are more 
apt to occur in the position of forward bending, and 
lesions of the ilium are more apt to occur in the 
posterior part of the articulation and in the position 
of backward bending. (The first used to be called a 
posterior innominate and the latter, an anterior in- 
nominate. ) 

If the coincidence of forces that produce the 
lesion were always through the normal axis of motion, 
sacroiliac lesions would be simple, but unfortunately 
this is seldom the case. I discussed this matter in 
detail in my paper’ given at the A.O.A. convention in 
Philadelphia in 1914. The center of rotation depends 
entirely upon the angle at which the force strikes the 
joint. It may be even outside of the joint entirely, 
posteriorly or anteriorly, or any place within the joint. 
Thus the greatest subluxation may occur anteriorly or 
posteriorly to produce a rotation in either direction, 
or it may fall directly through the center and produce 
a straight slip. The greatest degree of locking natur- 
ally occurs the farthest away from the point of rota- 
tion where the greatest movement has taken place. 
This must be diagnosed accurately if we are to know 
the exact angle at which to applv the corrective force. 
We must also appreciate the degree of locking in 
order to know the degree of force to use in correction. 


Sacroiliac Ligaments. — The posterior sacroiliac 
ligaments are very strong, in fact they are so strong 
that the bones to which they are attached will give way 
before the ligaments will rupture. I have put a sac- 
rum in a vise, put a crowbar through the obturator 
foramen and twisted the innominate off the sacrum 
and the bone on the ilium to which the ligaments are 
attached always gave way before the ligaments would 
rupture. This has nothing to do, however, with pre- 
venting the joint from becoming locked. It simply 
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means that, as a rule, the amount of motion in the 
joint is small and the sacroiliac subluxations are small, 


Although the sacroiliac ligaments are very strong, 
then often become relaxed through continued strain 
or nutritional changes and a loose joint occurs. The 
human sacroiliac joint is poorly adapted to the upright 
posture. A great deal should be said on this subject, 
but there is not space. However, this point should 
be kept in mind: The sacroiliac joint is one movable 
joint where excessive motion is not desired. 

Rigid Lumbar Spine.—A rigid lumbar spine is 
often the cause of sacroiliac strain. When the lumbar 
region has its normal anterior curve and is flexible, the 
sacroiliac joints are saved a great deal of strain, but 
as mobility in the lumbar spine decreases, strain and 
mobility in the sacroiliacs increase; and as sacroiliac 
mobility increases, lumbar mobility decreases. A 
vicious circle is established, until some day, possibly 
after years of preparation, the grand finale occurs— 
the sacrum is forced out of its normal range of motion 
and the joint locks. 


Iliosacral Lesions.—The most obstinate of all the 
so-called sacroiliac lesions that I have treated has 
really been an iliosacral lesion. This is a primary 
movement upward of the ilium on the sacrum at the 
posterior part of the sacroiliac joint. It used to be 
called an anterior rotation, but I call it iliwm up pos- 
teriorly. This lesion is compensated on the opposite 
side in the anterior part of the joint, the ilium on that 
side is up anteriorly, (formerly called a posterior 
ilium), and there is a corresponding lesion at the 
symphysis pubis. In the primary lesion the posterior 
part of the joint is locked so firmly that when an 
attempt is made to rotate the innominate on the sac- 
rum the anterior part of the ilium moves upward, and 
we have a posterior innominate instead of a rotated 
one, but the primary lesion is not corrected. 


This iliosacral lesion might be called the “father 
of my two-man technic” because on account of it I 
was compelled to develop the two-man method of 
correcting lumbar, sacroiliac and iliosacral lesions. 


Deformed Pelvis—An acute lesion of the sac- 
roiliac joint seldom occurs in a pelvis that is in perfect 
balance. If it does, it is easy to correct and to keep 
corrected, but a lesion in a deformed pelvis is another 
matter. I think that not enough attention has been 
paid to the fact that the innominates and sacrum 
become distorted from various causes. For years I 
had the opportunity to study skeletons that were 
handled by the largest supply house in Chicago, and I 
observed that the most common deformity of the 
pelvis and lumbar spine was as follows: a structural 
lumbar curve to the left, the anterior superior spine to 
the left innominate curves in toward the line of grav- 
ity while the right one flares out—this is an actual 
deformity of the bone; for want of a better term I 
have said that the first “dished” in, while the latter 
“dished” out. The sacrum is deformed in the same 
manner, that is, the distance from the middle line of 
the sacrum to the sacroiliac articulation is shorter on 
the left side and longer on the right. This deformity 
is caused by the body trying to maintain balance, and 
it is an attempted compensation for many causes, the 
most common of which are probably faulty posture, 
occupational strain, and legs of unequal length. 

If a deformity of the pelvis occurs as the result 


of chronic psoas tension the description is slightly 
different. 
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Compensation.—If a lesion should occur in a per- 
fectly balanced pelvis and it were seen immediately, 
but little compensation might have occurred. How- 
ever, this seldom happens in practice. 

About twenty-five years ago I wrote an article 
that was published in the Journal of Osteopathy stat- 
ing that a sacroiliac lesion on one side is always com- 
pensated on the other, also that in time the spine, 
especially the fourth and fifth lumbar vertebrae, be- 
comes involved. The following is, perhaps, the most 
common picture: Suppose the patient has a long leg 
on the right side. The greater the difference in the 
length of the legs, the greater the distortion, but the 
picture is the same. The pelvis tilts to the left and 
rotates to the right. The lumbar spine becomes con- 
cave on the right with the bodies rotated to the left. 
If the lumbosacral facets are dorsal in character, the 
fifth lumbar vertebrae sidebends but rotates to the 
right with the sacrum. If the lumbosacral facets are 
lumbar in character, the fifth rotates to the left with 
the other lumbar vertebrae. In the former condition 
the greatest strain or compensation takes place be- 
tween the fourth and fifth lumbar vertebrae; in the 
latter, between the fifth lumbar vertebrae and the 
sacrum. As this condition becomes chronic, the pelvis 
and lumbar spine become deformed in the manner I 
have pointed out above. There is a tug of war going 
on between the pelvis and the lumbar spine. The 
pelvis is trying to go northeast and the lumbar spine 
is trying to go northwest. The sacrum is being 
yanked to the right by the pelvis and to the left by the 
lumbar, but the sacroiliacs are stronger than the 
lumbar and the sacrum turns reluctantly to the right 
until finally after twenty, or forty, or perhaps sixty 
years of struggle, and gradual deformity, the patient 
gets a jolt, and the sacrum locks between the ilia or 
an ilium becomes locked on the sacrum and we have 
a sacroiliac or an iliosacral lesion. In this type, the 
locking usually occurs primarily at the posterior part 
of the right articulation and secondarily at the anterior 
part of the left articulation. 


Psoas Fibrositis—Acute psoasitis and chronic 
psoas fibrositis are the causes of many acute and 
chronic pelvic distortions. This is brought out in the 
paper I gave at the 1929 A.O.A. convention in Des 
Moines, on the “Physiology of the Psoas,” which has 
never been published. 


Normally, the psoas muscles act as guys to steady 
the lumbar and to aid in sidebending and rotation. 
When they become excessively irritated or chronically 
shortened, they lock the lumbar vertebral joints, and 
put a strain on the sacroiliac joints. 


If this is bilateral, the innominates are actually 
rotated backward on the sacrum. More often only 
one psoas is involved. This is usually the right, for 
some reason that I do not understand. The bodies of 
the lumbar vertebrae, especially the third and fourth, 
are actually rotated to the opposite side, producing a 
lumbar curve, concave toward the shortened muscle, 
with the apex of the curve at the fourth lumbar. The 
innominate is rotated backward and locked. Strange 
as it may seem, the two points of greatest pain are 
usually at the fourth lumbar on the opposite side and 
in the other sacroiliac. 


It is absolutely futile to attempt a sacroiliac or 
lumbar adjustment in this condition until the psoas has 
been normalized and that is not easy, especially in 
chronic cases where the fibrosis is severe. 
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By proper exposure it is possible to get a good 
x-ray picture of the muscle in this condition. Ex- 
perience teaches one to determine the degree of fibro- 
sitis in the muscle. This is a great aid to one’s prog- 
nosis. The late Dr. Earl R. Hoskins was a past 
master at this. 


Legs of Unequal Length_—While we have always 
been familiar with the fact that where there are 
lesions of the pelvis or lumbar there is an apparent 
difference in the length of the legs, Dr. S. C. Ed- 
miston, Sr., of Los Angeles, was the first to call my 
attention to the fact that legs of actual uneven length 
are very common, but not until Dr. Russel R. Peckham 
brought an article from a German journal of anatomy 
into our technic study class, which stated that of a 
thousand skeletons examined, nine hundred, or 90 
per cent, had a difference of one-quarter inch or more 
in the length of the legs, did I realize that this varia- 
tion is the rule. 


How was one to determine short leg in the living? 
The x-ray offered a possible solution. The earliest 
mention in my knowledge of standing x-ray pictures 
in osteopathic literature was that of Dr. Ray G. Hulburt 
in his article “Osteopathic Priority and Medical Prog- 
ress in Knowledge of So-Called ‘Goldthwait’s Dis- 
ease’”’ published in THE JouRNAL oF THE A.O.A. in 
19252. At this time, Dr. Hoskins, who was a member 
of the Technic Department of the Chicago College of 
Osteopathy, had devised a method of x-raying patients 
standing, and measuring the length of the legs from 
the films, but it was not until 1934 that the technic was 
published.* * 


A flat foot is sometimes overlooked and may be the 
cause of a tilted pelvis and predispose to the re- 
currence of sacroiliac lesions. 


Treatment.—One might reason that the first thing 
to do in correcting lesions that have resulted from a 
deformity caused by a long leg would be to put a lift 
under the short leg, but that rarely should be done. 
If the patient is young and flexible and the lumbar 
lesions can be mobilized easily, then the lift may be 
built on the shoe at once, and a fair amount of cor- 
rection accomplished, but this is unusual. In the 
average case I do not attempt a correction until I have 
mobilized the lumbar joints and established rotation in 
them; furthermore, if this region cannot be rotated 
toward the midline, the lift will not do what is in- 
tended of it, for the correction will not take place in 
the lumbar region—the spine higher up will compen- 
sate by increasing its curve and only more trouble will 
result. In other words, one is entitled to raise the 
short leg just as fast as he can get lumbar correction 
and no faster. For example, I have a patient with 
lower extremities that differ in length three-eighths of 
an inch. After the spine, especially the lumbar region, 
has been fairly well mobilized I put one-eighth inch lift 
on the short side. Even this small correction sometimes 
causes quite a disturbance in the spine. Then after a 
few weeks of treatment I take off one-eighth inch 
from the long side. Later I add an eighth inch inside 
the shoe on the short side. Still later, fully intending 
to overcorrect (which I have found from experience 
gets the best results), I add one-eighth inch more to 
the short side. This aids in correcting the deformity 
in the pelvis and the lesion is much less apt to recur. 


In most cases of spinal curvature in children we 
find a distorted pelvis with a tendency to sacroiliac 
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lesions and a short leg on the side of the lumbar 
convexity. 

In the last 15 years I have added lifts to the short 
side in many cases under the age of fourteen, and in 
every case that I have kept under my observation for 
some time I have been astonished to find that the legs 
grew to the same length. I have not known how to 
account for this, but now I think I have found the 
answer. Mr. Charles A. Roberts® with his machine 
that he calls the Robalin has demonstrated that most 
people who have legs of unequal length, carry more 
weight on the long leg. Now if we overcorrect, as I 
usually do, the short leg becomes the long leg, and its 
extra work makes it grow. In this observation may be 
embodied at least one cause as to why legs are often 
uneven. 

As I have implied, if a patient has a lumbar 
curvature that is not in any degree correctable and 
has sacroiliac lesions predisposed by legs of unequal 
length, it has been my experience that attempting a 
leg correction only makes the patient worse. The best 
I have been able to do for these patients is to unlock 
the lesions and hope that they would not recur, but 
they usually do. 


Faulty Posture.—It is my opinion that when the 
pelvis is inclined too much forward that the posterior 
part of the sacroiliac joint is apt to give way and a 
lesion occur at that point, whereas if the pelvis is too 
perpendicular the lesion is most apt to occur in the 
front part of the joint. These lesions often recur 
because the posture is not corrected. 


Occupation.—Sacroiliac lesions that recur from 
occupational reasons are hard to keep corrected be- 
cause it is impossible in so many cases to remove the 
predisposing cause. In such cases I try to have the 
patient take corrective exercises sufficient to overcome 
his occupational deformities. 


SOME SUGGESTIONS 


Never attempt to correct sacroiliac or iliosacral 
lesions until all lumbar lesions have been mobilized. 


Do not let the type of iliosacral lesion described 
above fool you. It is the most difficult lesion to cor- 
rect completely. 


When a sacroiliac lock has occurred in a pelvis 
that is distorted, do not expect a correction to stay 
until the deformity of the pelvis has been corrected. 
This may take years of supervision. 


Never attempt to correct any iliosacral lesion that 
is caused by psoas shortening until the psoas has been 
normalized. 


Proceed gradually and with discretion in equaliz- 
ing legs of unequal length. 

_ Mobilize all compensations before you correct the 
primary lesion. 
__ Where you have a loose pelvic joint, use a sacro- 
iliac belt. 

Correct the patient’s posture. 

Give corrective exercises to overcome occupa- 
tional deformities. 

The nerve supply to the sacroiliac joint is derived 
from the fifth lumbar and the first and second sacral 
segments. A painful sacroiliac joint is often caused 
by a fifth lumbar lesion. Relax the sacral fascia 
deeply and thoroughly to relieve these nerves. 

Prostatic, rectal, and pelvic trouble should always 
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be kept in mind as contributing factors. 


Never try to make lumbar or sacroiliac correc- 
tions until all focal infections have been removed. 
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An Example of Its Place in Diagnosis 
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For several years, Schilling’? has attempted to 
introduce a comprehensive method of diagnosis, com- 
bining several nonspecific blood examinations with 
the more obvious clinical observations, to be applied 
in those cases where conclusions must be drawn after 
one single office visit, and in cases of doubtful diag- 
nosis to rule out organic disease. This accumulation 
of nonspecific data has been termed by Schilling the 

“nonspecific status,” since it is really of nonspecific 
nature, and must receive its direction from specific 
factors, to be brought out by the history, physical, 
x-ray, and laboratory examinations. 

The application of this method has been found 
most useful in examining those cases in which simula- 
tion might be attempted, either in an effort to retain 
a job or position, to be eligible for insurance, etc., or, 
on the other hand, to draw benefits, compensations, 
etc., for actual or imaginary illnesses. 

The procedures contributing to this 
status” are the following: 


“nonspecific 


(a) Nonspecific clinical observations: 
1. Subjective complaints 
2. Changes in body weight 
3. Body temperature 
(b) Nonspecific blood examinations: 
1. The leucocytic hemogram 
2. The thick drop 
3. The sedimentation test 
4. The guttadiaphot 


True facts on points (a) 1, 2 and 3 are not always 
easily ascertained in a single office call, and often 
oniy gross changes from the normal may be reliably 
perceived. Yet, to the experienced clinician these 
apparently insufficient means form the basis for sub- 
sequent examination. They are to be complemented 
by the four nonspecific blood methods, each reflecting 
a different aspect of the patient’s hematological status: 


1. The leucocytic hemogram acts as a sensitive 
indicator of generalized inflammatory reaction. 


2. The thick drop is a delicate indicator of irrita- 
tions of the erythropoietic system, and is also altered 
in a number of infectious, toxic, and endocrine dis- 
turbances. 


This thick drop* as advocated by Schilling, is a 
modification of the original thick smear method of 
Ronald, Ross and Ruge*. A large drop of blood is 


placed on a slide and spread with a needle or penpoint 
to form a layer about one-quarter mm. thick. Care- 
ful, thorough drying in the air or in the incubator is 
necessary. The slide is then flooded with Giemsa 
stain, without previous fixation, to induce hemolysis. 
After 5 minutes, this stain is drained off and another 
quantity is applied for 15 to 30 minutes. The slide is 
then carefully washed and air dried. Examination 
with the oil immersion lens shows a layer of blood, 
made transparent by hemolysis, in which leucocytes, 
parasites, basophilic reticulation and punctation or 
other inclusions or erythrocytes, are plainly visible. 


3. The sedimentation reaction® is a most sensi- 
tive test for plasmatic changes, reflecting especially 
resorptive tissue processes with albuminous degenera- 
tion, 


4. The guttadiaphot is a procedure very little 
known in this country. It is a method controlling the 
colloidal condition of the blood, which portrays any 
deviation from the physiologic “eucolloidism” in a 
sensitive manner. 


The guttadiaphot was elaborated by Drs. Meyer 
and Bierast in Hildesheim, Germany, in 1927 and 
confirmed by Professor Schilling in 1928°. It was 
developed in an effort to find a new way for the rapid, 
simple recognition of pathologic blood in the broadest 
sense. 

Three strips of absorbent paper, impregnated with 
red, green, and blue dyes respectively, and held in a 
small pasteboard frame, receive one large drop of 
venous blood each, direct from the syringe. The frame 
is not moved from its horizontal position until absorp- 
tion of the blood by the paper is complete. The thor- 
oughly dry drops are examined by transmitted light 
for (a) completeness of margin, (b) presence of a 
halo or corona, (c) uniformity of density, (d) ac- 
cumulation of color at the edge of the drop, (e) free 
colored rings surrounding the drop. Any one or sev- 
eral of these points may reveal deviations from the 
normal and lead to the further investigation of the 
specific pathology. 


Bringing these factors down into a formula, we 
would have the following picture in a well person. 
(Any deviations from the normal are to be recorded 
as +, +41, etc. in these columns, when the nonspecific 
status of any patient is to be established) : 
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We shall now follow the same routine with a 
patient, Mr. M., who had complained of a stiff neck 
and had received osteopathic manipulative treatment 
without finding relief. He was referred to our 
clinic for investigation. 

Subjective Complaints: Pain and stiffmess of the neck. 
No other complaints could be elicited. 

Weight: Loss of 20 pounds in the last 6 months. 

Temperature: 99.8 F. at 10:00 a.m. 
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Thick Drop: Polychromasia +; Basophilic punctation — 
Sedimentation test: 86 mm. first hour; 111 mm. 
hours, Westergren method. 


Guttadiaphot: not carried out. 
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With this highly positive indication of organic 
involvement, further steps toward specific diagnosis 
were taken in the order mentioned: 

A scout film of the lower thoracic and lumbar 
regions disclosed a simple lateral scoliosis, with the 
apex of the convexity to the right at the first lumbar. 
The vertebral segments showed a hypertrophic osteo- 
arthritis of the Marie-Striimpell type with lateral 
bridging complete between most of the lumbar verte- 
brae. The soft tissue findings were: Kidneys ap- 
parently normal in contour, position and density; 
liver shadows normal; the region of the right dia- 
phragm showed a large, irregularly mottled density. 

A lateral view showed the same type of arthritic 
bridging. It localized the irregular mottling noted 
in the first film as being in the base of the right 
lung, extending from the anterior axillary line to 
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the posterior costophrenic angle, and upward pos- 
teriorly as high as the ninth thoracic vertebra. 


A chest film was made to determine fully the 
character and type of the pathology shown in the 
first two pictures. It disclosed the following: Heart 
and greater blood vessels normal; hilar markings 
moderately enlarged and moderately diffuse; peri- 
bronchial markings accentuated with definite infiltra- 
tion, irregular mottling and fibrosis extending into the 
right base. Periphery: apices show moderate infiltra- 
tion with soft mottling in both supra- and infra 
clavicular regions, with some consolidation in the 
supraclavicular region of both apices and a possible 
caseating focus in the right apex. The costophrenic 
angle of the left side was moderately clear, while 
the right base and costophrenic angle showed ad- 
hesions, a fibrous density and calcareous deposit, said 
shadows elevating and fixing the right diaphragm. 
There was no demonstrable fluid level. The pleural 
markings were accentuated and thickened on the 
right side. 


Additional laboratory tests now were run and 
the following results obtained: 


Red blood count: 4,450,000 

White blood count: 9,225 

Hemoglobin, Sahli: 76 per cent 

Color Index: .86 

Complement fixation test for tuberculosis: 4 plus 
Complement fixation test for syphilis: negative. 


The case was summarized as follows: 


Roentgenologic and laboratory evidence show the 
existence of an arthritis of general nature of the 
hypertrophic type in the regions under observation, 
probably on the basis of an old Neisserian infection, 
which was brought out in a more detailed history. 
There is evidence of a moderately advanced tuber- 
culous process in the apices of both lungs, together 
with a fibrosis and an infiltration with adhesions of 
the right base. The positive findings in the comple- 
ment fixation test for tuberculosis are indicative of 
an active tuberculous process, and this indication is 
corroborated by the high sedimentation rate. 


The patient, who steadfastly denied coughing 
at any time, was instructed to collect a sample of 
sputum and submit it to the laboratory. It arrived 
two days later, being of mucopurulent consistency, and 
showing a small number of tubercle bacilli. 


In this instance, an apparently insignificant case 
took on an entirely changed aspect, through the in- 
dications of the “nonspecific status.” Very often, this 
method has furnished the incentive for further in- 
vestigation, where superficial examination has failed 
to disclose pathology, or, in the more fortunate cases, 
it definitely rules out organic disease where vague 
complaints, hysteria, or neurasthenia confuse the 
issue. The method merits active interest and wide 
application. 
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Foot Disorders from Nervous and Circulatory Causes* 
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D.O. 


Chicago 


There is a large group of neurological and circu- 
latory conditions that manifest themselves in the feet 
and may be confused with the symptoms from pri- 
mary foot pathology. Some of these are quite un- 
common, but their recognition is nevertheless impor- 
tant in differential diagnosis. In addition, we know 
that osteopathic pathology in the lower spine is 
responsible, through its effects on nerve function and 
circulatory control, for a great many foot symptoms. 


Kuntz? says that “Blood pressure and the supply 
of blood to the tissues depend mainly on the caliber 
of the blood vessels and the force and rate of the 
heart-beats. Both these factors are regulated through 
the autonomic nervous system.” 


The source of the vasomotor nerve supply to the 
vessels of the lower extremity is in the lower thoracic 
and upper lumbar spinal region. Some of the fibers 
pass down the ganglionated sympathetic chain to 
synapse and join the large somatic nerves of the 
lumbosacral plexus by means of the gray rami com- 
municantes. These gray nonmedullated fibers leave 
the gross nerve trunks at various points in the ex- 
tremity to meet the blood vessels and follow them 
to their terminations. Other fibers, after synapsing 
at the ganglionated chain, extend down the aorta as 
gray fibers and continue with the large vascular 
trunks to the lower extremity. The supply to veins 
and lymphatic vessels, though not as completely 
studied, is known to be similar to that of the arteries. 
Ramifications penetrate the fibrous and muscular 
coats of the vessels and extend along the smaller 
vessels to the capillaries. 


A study of spinal refiex pathways will bring out 
the fact that stimuli arising in somatic structures, in- 
cluding muscles, joints and skin, may result not only 
in altered motor impulses to these same structures, 
but also to structures which receive autonomic supply 
from the same cord level. This, a fundamental prin- 
ciple of osteopathy, forms the basis for our treat- 
ment of visceral disease, and it justifies our spinal 
approach to circulatory disturbances of the lower 
extremity. Other factors have their importance, but 
this is our most powerful therapeutic weapon in a 
wide variety of conditions, both named and unnamed. 


Because of the great number of vascular condi- 
tions that might be included under this heading, it 
would be impossible at this time to discuss all in 
detail. Their relative frequency and importance will 
govern the amount of detail in each entity. 


The subject of varicose veins merits considera- 
tion, since the condition may produce symptoms in 
the feet and may interfere with activity in the upright 
position. 


It has been pointed out that this and other 
conditions of circulatory stasis or congestion in the 
lower extremities are evidence of man’s incomplete 
adaptation to the upright position. However, we 
should not assume the resigned attitude that this idea 
might engender, since these conditions are not univer- 
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sal, and, indeed, we do find efficient compensatory 
mechanisms at work. The veins of the lower ex- 
tremities, especially the superficial ones, are much 
better equipped with valves than those of the upper 
extremities. Since varicosities are rarely, if ever, 
found in children, we may assume that their causes 
manifest themselves, or the compensatory factors 
become inefficient, in adult years. 


Dilation of veins can be produced by 


(a) localized pressure or constriction to the 
vein from its surroundings, 
(b) partial or complete occlusion from intra- 


vascular clotting, and 

relaxation of the circular smooth muscle 
with resulting incompetency of the 
valves. 


In the first group may be included constrictions 
from clothing, pressure from pelvic organs, including 
the gravid uterus, rectal distentions and new growths. 
In addition, venous stasis in the lower extremity may 
be produced by fascial tensions sufficient to narrow 
the fibrous ring through which each vein passes as 
it joins the deeper veins. In the absence of other 
causes, treatment to release tension on the fascial in- 
vestment of the thigh (fascia lata) has beneficial 
results. This fascia, being attached above to the 
bony pelvis and below to the knee, is altered in ten- 
sion by any lesion that disturbs the relative position 
of the bony parts. 


(c) 


Intravascular pathology may result from phlebitis 
or thrombosis of the vein. These do not require a 
detailed consideration at this time. 


The factor of decreased tonus of the muscular 
wall may act alone or in conjunction with other 
causes. It implies a disturbance in the vasomotor 
innervation of the vein. Our therapeutic approach 
already has been intimated. It is the removal of 
pathology in the somatic spinal tissues. This is not 
palliative or temporary in its effect, but is sound in 
principle and is effective in the production of good 
results. In badly neglected cases with destruction 
of the walls of the vein and of the surrounding tissue, 
it may be impossible for natural processes to restore 
normal tissue. The only approach may be to minimize 
the complications by palliative or surgical procedures. 


Edema is a common circulatory condition encoun- 
tered in the lower extremities. When bilateral, we 
may find a background of cardiac or renal disease. 
Unilateral edema may be due to local injury, to in- 
flammation, or to obstruction of the lymphatic or 
venous drainage. This last, of course, may be bilat- 
eral. Wright?, in explaining edema from obstruction 
of the venous drainage, points out that raised venous 
pressure produces an increase in capillary pressure 
with a dilation and increased permeability of the 
capillaries. Another factor he mentions in this con- 
dition is that the disturbed nutrition and retained 
metabolites in the tissue result in a raised osmotic 
pressure and retention of fluids. 


All of us are familiar with edema of the lower 
extremities due to lower spinal lesions. This is more 
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common in females, especially if overweight and 
lordotic. The fifth lumbar segment is frequently 
tipped anteriorly with the lower thoracic region pos- 
terior and rigid. 

Unilateral edema of the leg and foot may occur 
in association with an abnormally loose fibula. After 
considerable experimentation of the trial and error 
type, we have found that the use of tape arranged to 
bind the fibula more closely to the tibia gives prompt 
relief. Transverse strips are applied to the anterior 
leg near the proximal and distal ends of the fibula 
and are anchored firmly across to the tibia. These 
do not compress the main venous channels in any 
way. As the swelling is reduced, the tape will become 
loose and it must be reapplied. 


Arteriosclerosis in elderly people is evidenced in 
the feet as a part of the general condition. The com- 
monly associated hypertension may be more impor- 
tant than the manifestations in the feet. Also, treat- 
ment directed to relieve the hypertension may, by 
relieving the vascular spasm, improve the associated 
foot symptoms. A local obliterative arteriosclerosis 
may result in a dry gangrene of the toes. 


Thromboangiitis obliterans (Buerger’s disease) 
is an uncommon inflammatory, occlusive disease of 
the blood vessels, which involves the deep-seated 
arteries and veins and the superficial veins of the 
extremities. There is an associated vascular spasm 
which is definite enough to account for many of the 
symptoms. Thrombi which form early in the disease 
may become organized, causing complete occlusion, 
or new channels may form through the thrombus, 
allowing some blood to pass. Occurring usually in 
males under fifty years of age, the onset is slow, 
and the disease is usually seen in the chronic stage. 
The patient complains of numbness, coldness or pain, 
which may be severe. The limb is pale when elevated, 
but it is reddened when in a dependent position. Pul- 
sations are lacking in the arteries. Although remis- 
sions are common, these symptoms tend to increase, 
the skin becoming thickened and sometimes fissured. 
Any incidental wound or abrasion fails to heal. 
Edema and moist gangrene may finally develop. 


Treatment, until recently, has consisted of rest 
and other palliative measures. White* reports favor- 
able results in certain carefully selected cases follow- 
ing sympathectomy. In mild cases and in the presence 
of massive gangrene the operation is contraindi- 
cated. The operation is of value, according to White, 
only in slowly progressive cases that are free from 
infection and pain when at rest. Claims of success 
in relieving the symptoms already have been ascribed 
to the use of the “glass boot.” This contrivance 
changes the external pressure alternately from —80 
to +20 millimeters of mercury. It has not been in 
use long enough to estimate its merits accurately. 


Raynaud’s disease is essentially a vasomotor 
spasm, usually bilateral and symmetrical, affecting 
the fingers and toes, brought on by cold. Gangrenous 
areas which are small, dry, bilateral and superficial 
develop from the effect of the arterial spasm. It 
occurs most frequently in young adult females. In 
the initial stage of a typical attack the digits become 
white, numb, and stiff. This is followed in 2 few 
minutes or hours by an active hyperemia and later 
by a venous congestion; the part becomes dull, livid, 
darkly colored and cold, tender and very painful. 
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This may subside or pass into dry gangrene. The 
condition is similar to severe frost-bite. The “old 


school” treatment is similar to that of thromboangiitis 
obliterans, including avoidance of cold, sympathec- 
tomy and local surgical procedures for the gangrene. 


These conditions are treated successfully by 
manipulative treatment directed to affect the sym- 
pathetic innervation and thus reduce the vascular 
spasm. The spasm is no different except in location 
from that of acute nephritis or the so-called “essential 
hypertension.” Certainly sympathectomy is needlessly 
radical when viewed in this light. Since our profes- 
sion is as yet woefully lacking in statistics even in 
the results of treatment of more common conditions, 
it is difficult to prove our claims. In these conditions 
as in many others there is much pioneer work to be 
done. But it will not count for much unless accurate 
records be kept and statistics compiled. Osteopathy 
has no narrow limits to its scope, and to progress it 
must expand in this way. Drs. Ray G. Hulburt and 
R. C. McCaughan have ably expressed our needs in 
their recent editorial plea* for more clinical and 
laboratory research in osteopathy. 


In the group of neurological conditions and dis- 
eases manifested in the feet, peripheral neuritis and 
neuralgia are probably most common. We shall ex- 
clude multiple neuritis, since it is due to some form 
of general toxemia or poisoning, and devote our atten- 
tion to sciatic neuritis as the most practical example. 
In a local process of this kind it is logical to assume 
that there is a significant local cause, whether systemic 
toxemia or focal infection be present or not. It is 
true that systemic treatment may at times ameliorate 
and even remove the local symptoms, but unless the 
local factor be removed, there are likely to be recur- 
rences that will not respond to rest, improved elimina- 
tion and other general measures. 


We may explain the cause of a mononeuritis as 
a mechanical, chemical, or reflex influence on the 
nerve from adjacent pathology. Manipulative treat- 
ment, by removing the interosseous subluxation, re- 
lieves abnormal pressure or tension of the tissues 
affecting the nerve, normalizes the chemical condition 
of surrounding tissue fluids or reduces abnormal 
reflex activity. We must go farther in order to 
explain the results obtained in sciatic nerve involve- 
ment from the removal of lesion pathology above 
the level of emergence of the nerve fibers from the 
vertebral canal. The effect must be through an in- 
creased nutritional opportunity acquired by the nerve 
either at its origin in the cord or along its course. 
It is to be recalled that the fibers of the lumbosacral 
plexus originate in the cord at the level of the lower 
thoracic vertebrae and extend downward in the ver- 
tebral canal to emerge at the lower lumbar and sacral 
region. The origin of the sympathetic vasomotor 
innervation to the vasa nervorum is also in the lower 
thoracic region. 


The manifestations of sciatic neuritis and neural- 
gia are quite variable in severity and location. The 
symptoms may at times be entirely in the foot instead 
of following the course of the nerve, making diagnosis 
a real problem. 


Anterior poliomyelitis is the most frequently 
encountered example of an involvement of the lower 
motor neurons. Flaccid paralysis following mild 
febrile symptoms in children is the important symp- 
tom of the disease. Since the cord pathology is patchy 
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and asymmetrical, the paralysis is selective of indi- 
vidual muscles or muscle groups. 

The deformities of infantile paralysis occur 
rather late in the course of the disease and depend 
upon the overaction and contracture of healthy mus- 
cles which are unopposed by their paralyzed antag- 
onists. There is atropy of the affected muscles, im- 
paired growth of bone, and secondary joint changes 
from lack of opportunity to function normally. The 
treatment, with the exception of the general hygienic 
and local symptomatic measures, is directed toward 
improving the nutritional opportunity of the nerve, 
especially at its origin in the cord. It is understood 
in this, as in other neurological conditions, that no 
treatment will replace nerve tissue after complete 
degeneration. 


In the spastic paralyses there are involvements 
of the upper motor neurons, characterized by hyper- 
tonus or spasm of muscles without atrophy except 
from disuse, exaggerated deep reflexes, weakness, 
spastic gait, and deformity from contractures. The 
manifestations in the feet are so definitely a small 
part of a more general involvement that the symptoms 
will not be confused with primary foot conditions. 
The cord pathology may involve different levels and 
different tracts, giving us such clinical entities as com- 
bined sclerosis, multiple sclerosis, syringomyelia, Park- 
inson’s disease and other combinations of motor and 
sensory symptoms not classified under a definite name. 
Space does not permit a more detailed discussion of 
these conditions. 


Recently an interesting case of carbon monoxide 
poisoning has come to our attention in a middle-aged 
man who attempted suicide. Neurological and vascu- 
lar symptoms manifested themselves in the lower 
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extremities in the form of atrophic muscles, increased 
deep reflexes, contractures, scattered sensory changes 
and ulcerations of the legs and feet. These symptoms 
were explained on the basis of a peripheral neuritis 
with some slight cord involvement affecting the upper 
motor neurons. Spinal manipulative treatment di- 
rected to the worst pathology located around the 
lumbodorsal junction over a period of three months 
has resulted in about 50 per cent recovery. The 
ulcerations have healed completely except a perfor- 
ating ulcer on the end of the second right toe, which 
is contractured in extreme flexion and subject to 
abnormal pressure in walking. 


We may say in conclusion that many of the 
neurological and vascular conditions manifested in 
the feet may be treated successfully by spinal manipu- 
lation. It is important not to confuse their symp- 
toms with those due to primary foot pathology, even 
though these latter conditions require spinal treat- 
ment along with local treatment to the extremity. 





Chicago College of Osteopathy, 
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The Stevens, the largest hotel in the world and splendidly arranged for a meeting of this type, has 
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Symposium on Functional Colitis” 


Diagnosis 


Harry L. Cortttns, D. O., M. D. 
Chicago 


The subject of this symposium was chosen with 
two thoughts in mind: first, that the subject would 
embrace some frequently encountered problem that 
occurs in the practice of the general practitioner, 
and, second, that the subject matter discussed 
would contribute something of value to help the 
general practitioner in the solving of such a prob- 
lem. 


Approaching the subject from a clinical stand- 
point, we present a plan for consideration that has 
been found helpful in recognizing and diagnosing 
cases of “colitis.” It will be necessary in this first 
paper to devote a large part of the discourse to “or- 
ganic colitis,” for only by a process of elimination 
can many cases of “functional colitis” be differen- 
tiated from the so-called organic diseases of the 
colon. The papers that are to follow will be de- 
voted exclusively to the pathology (used in a broad 
sense), to the etiology, and to the treatment of 
so-called “functional colitis.” The reason that “or- 
ganic colitis” occupies the major portion of this 
discussion on diagnosis will, I trust, explain and 
justify itself as I proceed. 


For the sake of completeness, our part of the 
scientific exhibit is supplemental or complemental 
to this symposium on colitis. 


A great deal of confusion seems to exist on the 
subject of colitis. Very few physicians are completely 
in accord as to the significance of the pathological 
changes found in the patients grouped in this all-in- 
clusive term. 


To discuss the problem of colitis properly, it would 
seem wise first to define what the term means, show- 
ing what it includes, and what it does not include. 
With this foundation, we may then proceed to a 
discussion of the diagnosis. 


At the start we encounter difficulty in accurately 
defining “colitis.” Many other terms have been sug- 
gested such as “irritable colon,” “dysfunction of the 
colon,” “mucous colitis,” “unstable colon,” etc. 
It is easy to understand why so many names 
have been suggested for the syndrome. They 
are the result of individual impressions of a variety 
of organic and functional disorders of the large in- 
testine. Strictly speaking, the term “colitis” means 
an inflammation of the colon, but in common par- 
lance it has been used for almost all disturbances of 
the colon, organic and functional. 


Rather than add to the confusion by trying to coin 
further names, let us assume that disturbances of the 
colon can be separated into two main divisions: or- 
ganic and functional. In the former, there are defi- 
nite organic changes. In the latter (which comprise 
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the great majority of colon dysfunctions), no demon- 
strable organic tissue change is present in the colon. 


_ As there is no direct safe way of diagnosing 
functional colitis without the danger of possibly 
overlooking organic disease of the colon, it would 
seem that the simplest way of handling these cases, 
from a diagnostic standpoint, is first to rule out or 
establish the presence of, organic colon pathology, 
thus diagnosing functional colitis by a process of 
elimination. 


Organic diseases of the colon are comparatively 
few in number and comparatively infrequently en- 
countered, compared with functional disturbances. 
Nevertheless, when organic disease is present, it is 
important that its true nature and its extent be ascer- 
tained as early as possible. Failure to do so means 
gambling with the health and maybe the life of a 
human being. 


The chief organic diseases of the colon, are: (1) 
amebiasis or amebic dysentery, (2) chronic ulcerative 
colitis, (3) bacillary dysentery, (4) diverticulitis of 
the colon, (5) infectious granuloma, (6) syphilis, (7) 
tuberculosis, (8) malignancy. All of the remaining 
disturbances, except for a few rare conditions, can be 
grouped under the heading of “functional colitis.” 


In many instances, the symptoms, both local 
and systemic, that are found in both the functional 
and organic forms of colitis may be extremely 
variable. Furthermore, the symptoms of a func- 
tional colitis may occasionally be severe enough 
to simulate organic disease. When functional 
colitis produces severe and prostrating symptoms, 
there is but little likelihood that the need for ac- 
curate and complete diagnosis will be overlooked, 
but quite frequently, the symptoms of organic 
disease of the colon may be so slight that func- 
tional colitis is assumed rather than organic disease 
suspected. This latter phenomenon of mild, in- 
definite symptoms occurs more often in the early 
stages of organic disease and is dangerous because 
it may promote a feeling of false security in both 
the patient and the doctor, and the true nature of 
the disease is not determined until it is far ad- 
vanced. 


No physician has the right to assume that a patient 
is suffering from functional colitis until he has es- 
tablished the absence of organic disease. Too often 
a malignancy is overlooked until it has reached such 
a stage that removal is impossible, because someone 
has said the patient has “colitis.” 


All forms of organic colitis are serious and may 
have fatal terminations. Functional colitis, though not 
as grave, is at times severe enough to cause invalidism, 
which may have far-reaching consequences. There- 
fore a thorough and careful investigation is essential 
in every case with symptoms suggestive of colonic 
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disorder, even though the process may be time-con- 
suming, and may require several visits of the patient 
to the physician’s office or of the physician to the 
patient’s bedside. The following procedures are sug- 
gested, and it is recommended that they be carried out 
in approximately the order named: (a) history, (b) 
physical examination, (c) laboratory examination of 
stool, (d) proctoscopic examination, (¢) x-ray ex- 
amination. 


History.—Shall we permit ourselves to attribute 
obscure and bizarre symptoms, such as nervousness, 
insomnia, general debility, asthenia, etc., to colon 
pathology? To jump at such a diagnosis without a 
careful examination would be as unjustifiable as to 
ignore deliberately the fact that these phenomena may 
develop as a result of faulty colon physiology. 


The type of colonic disturbance present can 
seldom be determined by the symptomatology 
alone, because there is no syndrome pathognomonic 
or definitely characteristic of any type of colonic 
dysfunction or pathology. However, a thorough 
and accurate history will not only point to what 
physical and laboratory investigations are indi- 
cated, but, taken in conjunction with the results of 
these investigations, it will materially aid in estab- 
lishing a diagnosis. 


The careful evaluation of the patient’s symptoms 
in chronological order is very important, par- 
ticularly their onset, frequency, duration, and se- 
verity. First, the symptoms directly referrable to the 
colon are determined, such as, character and frequency 
of the stool and whether or not accompanied by pain 
or discomfort; second, inquiry is made regarding 
other gastrointestinal symptoms, such as, anorexia, 
nausea, vomiting, and other evidences of disturbed 
digestion; third, the physician must determine the 
influence which the following factors might play: liv- 
ing conditions of the patient, habits of eating, and 
the reactions of the digestive system to the emotions. 
If the patient has travelled in the tropics or in coun- 
tries with poor sanitation, such facts may be of im- 
portance because of the possibility of parasitic in- 
fection. 


Physical Examination.—After a thorough review 
of the symptoms, a careful physical examination 
should be made. Evidence far removed from the 
colon may point to colon pathology, for example: 
pulmonary tuberculosis may be, and usually is, pres- 
ent in tuberculosis of the intestines; and metastatic 
lymph nodes above the clavicle may result from a 
cancer of the colon. Also anemia and emaciation may 
result from these and other colonic diseases. The 
importance of making a rectal examination, digitally 
and with the aid of a proctoscope and rectal speculum 
is obvious. The first two procedures are carried out 
most efficiently with the patient in the knee-chest 
position and the last procedure in the Sims’ position. 
By means of the digital and proctoscopic examina- 
tions, rectal tumors, both benign and malignant, may 
be discovered and ulcerations of the mucosa revealed. 
While the tube-like thickening of the rectum found in 
many cases of chronic ulcerative colitis is readily pal- 
pated, ulcers of amebiasis, evidences of chronic ulcer- 
ative colitis, of syphilis, and of bacillary dysentery are 
often found in the rectal mucosa of patients suffering 
with these diseases and may be revealed by the procto- 
scope. 
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The use of the rectal speculum with the patient 
in the Sims’ position enables the examiner to deter- 
mine the presence of disturbances of the anal region, 
such as hemorrhoids, fissures, fistulae, etc. These 
anorectal diseases sometimes simulate, symptomatical- 
ly, organic colitis, and very frequently accompany 
“functional colitis.” Their presence and character 
should be determined and they should be eradicated, 
if possible. 


The laboratory examination of the stool is im- 
portant. It must be obtained in the proper manner 
and examined by a thoroughly capable technician. 


The directions for obtaining the stool should 
come directly from the person who is to examine 
it. The manner of collecting the specimen depends 
somewhat on what examination is to be made. To 
illustrate; if amebiasis or amebic dysentery is sus- 
pected, the stool should be examined almost im- 
mediately after it is passed, and the patient should 
have had no fat or oil in his food for 48 hours 
previously. For a routine examination this same 
meticulous care is not necessary, but to be on the 
safe side the laboratory technician should direct 
how and when the stool is to be obtained, as well 
as what preparation of the patient is necessary 
prior to its being collected. 


Every routine stool examination should deter- 
mine whether blood or pus is present, and if so, 
the approximate amount. The presence of blood 
or pus in the stool is the most commonly encoun- 
tered evidence of organic colonic pathology. The 
stool should be obtained after the patient has been 
on a meat-free diet for at least seventy-two hours, 
and preferably a liquid stool. If blood is found, 
its source must be ascertained. Blood in the stool 
may originate from anal pathology such as hemor- 
rhoids, fissures, etc.; from peptic ulcers or peptic 
malignancies, or swallowed blood from the mouth 
or respiratory tract. If it is from none of these 
places, then it is most likely from the colon. 


Any of the organic colon diseases tabulated in a 
previous paragraph may cause blood in the stool. It 
is important to determine which one is present. A 
suspected parasitic infection requires the finding of 
the organism responsible—Bargen’s diplococcus in 
chronic ulcerative colitis, and Endameba histolytica in 
amebiasis. Ulcerations are usually demonstrable and 
accessible in the rectum in these two conditions and 
the specimen for laboratory examinations would best 
be taken directly from the ulcer, if possible. 

Amebiasis, since the midwest epidemic of a few 
years ago, is sufficiently recent that it must be con- 
sidered a possibility. The wide range and severity 
of symptoms of this disease are confusing. One per- 
son may be a so-called carrier and suffer but slight, if 
any, noticeable inconvenience, while others will suffer 
moderately with colonic and systemic symptoms, which 
may have remissions and exacerbations. In other in- 
dividuals a fulminating type may be present, with 
rapidly developing symptoms, that may become grave 
and terminate fatally. A physician might be pardoned 
for overlooking the first, but any patient who has 
spells of diarrhea, coming on suddenly, with passage 
of blood or pus, accompanied by tenesmus, should 
make the physician suspect amebiasis. 


Chronic ulcerative colitis, though not a common 
disease, occurs much more frequently than is gener- 
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ally realized. In approximately 95 per cent of the 
cases, it begins in the rectum and extends upwards. It 
is a serious and often fatal malady. In the advanced 
state the seriousness of the patient’s condition is very 
apparent, but in the early stages it can, and has been 
mistaken for, some form of ‘‘functional colitis.” There 
are many variations in the possible course it may run, 
but there are two chief types. One is slow and in- 
sidious in its onset and progress, the other a rapid ful- 
minating illness. Evidence that is present in both 
types, which is most important to obtain, is that there 
is an increase in the number of bowel movements 
which are accompanied with blood and pus. The 
amount of blood and pus may be slight at first and 
only demonstrated by microscopical or chemical an- 
alysis, but if present its source can, in most cases, be 
revealed, on proctoscopic examination, exposing the 
ulcers in the rectum. A specimen taken directly from 
these ulcers for bacteriological examination will usual- 
ly make it possible for a correct diagnosis to be es- 


tablished. 


Bacillary dysentary is uncommon. It is a subtropi- 
cal disease, often epidemic in countries with poor 
sanitation. It is rarely met with in civil practice in 
this country; it is diagnosed by finding the offending 
organism. 

Diverticulitis is usually first discovered by x-ray 
evidence, except in the rare, acute ulcerative forms, 
in which cases the evidence of an acute surgical ab- 
domen exists. 

An infectious granuloma is encountered only in 
tropical and subtropical countries as a rule. It is not 
found in the United States except sporadically, and 
then it is usually in someone who has recently re- 
turned from the tropics. The lesion of infectious 
granuloma usually begins at the rectosigmoidal 
junction and extends upwards. It is a progressive in- 
fectious ulceration, which usually terminates fatally. 
The earliest sign is the same as for other organic 
diseases of the colon—blood or pus in the stool. The 
lesion can be revealed on proctoscopic examination, 
and a biopsy establishes the diagnosis. 


Syphilitic ulceration is comparatively rare and the 
usual diagnostic criteria for syphilis can be found in 
each patient so afflicted. Tuberculous ulcerations us- 
ually occur in the cecum and the stools contain more 
blood than pus, while with chronic ulcerative colitis 
and amebiasis, the reverse is the case. Tuberculosis 
of the bowel is practically always a complication of 
existing pulmonary tuberculosis, usually in the ad- 
vanced stages. In most cases, tuberculosis organisms 
may be found in the stool in any active case of pul- 
monary tuberculosis and their presence therefore is of 
no particular help in establishing the existence of tu- 
berculous ulcers of the cecum. The presence of 
blood in the stool with the clinical and x-ray findings 
of cecal ulceration in a case of advanced pulmonary 
tuberculosis establishes the diagnosis. 


More cases of malignancy in the large bowel oc- 
cur in the lower part and can be demonstrated by 
digital and by proctoscopic examination. The re- 
mainder can be revealed usually by the roentgenolo- 
gist and confirmed by clinical findings. X-ray exam- 
inations, like the other laboratory procedures, to be 
valuable, must be accurate and therefore must be 
done by a skilled roentgenologist. 
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In patients suspected of colon disease, the method 
of choice seems to be a barium enema first and the 
barium meal afterwards, if necessary. The colon 
detail is better defined with an enema than a meal. 
Additional information sometimes can be obtained by 
injecting air into the colon immediately after the first 
evacuation of the colon enema. At times, further 
colonic detail is thus revealed. 


It should also be borne in mind that in most in- 
stances cancer develops insidiously, and in the early 
stages the symptoms may be so slight, that their im- 
portance is overlooked or ignored, by both the patient 
and the physician. The patient’s ignorance can be 
understood, but the physician’s carelessness is un- 
forgivable. The earliest evidence usually found of 
colonic, and particularly rectal cancer, is blood in the 
stool, and often accompanied with periods of unex- 
plained diarrhea. Early, and sometimes until late, in 
the disease the presence of blood can be detected only 
by chemical and microscopic examination. Obstruc- 
tive symptoms do not develop, as a rule, until the can- 
cer is far advanced. Because of the character of the 
colonic contents, obstruction occurs later in malig- 
nancy of the first half of the colon than of the ter- 
minal part. 


The above outlined procedures will enable a diag- 
nosis to be established in most instances. However, 
what patients should be subjected to such an extensive 
and sometimes expensive procedure? All patients 
who have any symptoms referable to the colon should 
be required to give at least a careful and comprehen- 
sive history, a rectal examination and general physi- 
cal examination should be made, and the stool 
examined for pus and blood. If blood or pus is 
found, the source of which cannot be demonstrated 
as somewhere outside the colon, there should be made 
as exhaustive an investigation of the colon as is pos- 
sible, perhaps, at times, requiring repeated procto- 
scopic and laboratory examinations. Thus by a proc- 
ess of elimination, can the organic and the functional 
cases of colitis be segregated. 


Having determined that a patient is suffering 
with a functional colitis and that no organic disease 
of the colon exists, the investigation is yet not com- 
plete. Although the osteopathic phase of functional 
colitis is, we think, of outstanding importance, it 
should be borne in mind always that remote path- 
ological entities may be influencing factors in dis- 
turbing colon physiology. 


Therefore, each one of the cases should 
receive a thorough general examination to determine 
whether a focus of infection in the teeth, tonsils, 
sinuses, gallbladder, appendix, or elsewhere is a con- 
tributing cause to the trouble in the colon. Neurologi- 
cal and psychological disturbances as well as dys- 
crasias or impoverished states of the blood, may affect 
the colon detrimentally or some of these conditions 
develop secondarily to colon dysfunction. Many more 
examples might be mentioned. Seldom are they the 
sole or chief causes of colitis, but at times they are 
of sufficient importance to necessitate removal be- 
fore the patient experiences the maximum improve- 
ment possible. 


On the other hand, to eradicate these conditions 
just mentioned and fail to recognize and treat os- 
teopathically the existing functional colitis, is doubt- 
lessly the reason why many of these patients are not 
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restored to the degree of health which is rightfully 
theirs. 


The papers which follow will discuss in more de- 
tail the influence of these various factors concerning 
functional colitis. Before closing, however, permit 
me to make these final observations. 


Functional colitis is an exceedingly common com- 
plaint. The severity of the symptoms and the degree 
of disability associated with it, may vary greatly. In 
some, the symptoms may be vague and the disability 
slight; in others the symptoms may be so severe as 
to simulate dangerous organic disease, and the patient 
may be confined to bed. The development of func- 
tional colitis may be gradual, or there may be periods 
of remissions and exacerbations, usually depending on 
the variety of etiological factors producing it. Func- 
tional colitis is a disease that, because of its prevalence 
and its possible far-reaching effects, should receive 
most careful consideration and analysis. Too often 
are these cases considered as nuisances and are neg- 
lected, as were mental cases a few generations ago. 
Such an attitude belittles the profession and falsifies 
our expressed promises of responsibility, which we as 
physicians have made to the public. 


25 East Washington St. 





Pathology 


Martin C, Bertke, D.O. 
Chicago 


In order to visualize the various types of mal- 
functions of the large bowel that comprise “func- 
tional colitis,” we must bear in mind constantly 
the normal activities of this organ. These include 
secretion, absorption, to a very slight degree diges- 
tion, storage, and finally elimination. Inasmuch as 
it is almost impossible to describe pathological 
functions without comparing them with normal 
physiological functions, I shall discuss each of these 
activities of the large intestine later. 


Developmentally, anatomically, and functional- 
ly the colon is divided readily into two halves—the 
right and the left. The right half structurally re- 
sembles the small intestine in histological arrange- 
ment and its function similarly is one of secretion, 
absorption and, to a very limited degree, digestion. 
The chief function of the left half of the colon is 
storage of waste products. 


Anatomically speaking, the colon is a hollow 
viscus composed of two layers of muscle tissue, an 
inner circular and an outer longitudinal, and is lined 
with columnar epithelial and goblet cells. The 
organ has a rich blood supply, and a very able and 
ample nerve supply which is divided into two very 
distinct types functionally —the sympathetic and 
the parasympathetic, both of the autonomic nervous 
system. 


That part of the sympathetic division which 
supplies most of the large intestine has connections 
with the spinal nerves by means of white rami com- 
municantes arising at a level with the lower 
thoracic and upper lumbar spinal segments, while 
the other part, which supplies the distal colon and 
the rectum, is composed of visceral branches of the 
second to fourth sacral nerves. Stimulation of the 
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sympathetic nerve supply results in muscular re- 
laxation throughout the colon except the anal 
sphincter which is contracted. Stimulation to this 
division of nerve supply, furthermore, lessens 
glandular activity. The processes of vasodilation 
and vasoconstriction of the arterial supply to the 
colon are subject to the type and strength of sym- 
pathetic stimulation. 


The parasympathetic division is composed of 
fibers from the vagus nerve by way of the solar 
plexus. The motor nerve cells and their processes 
which form the terminal portion of the parasympa- 
thetic supply form a fine network of nervous tissue 
between the muscular layers of the colon. This is 
called the “enteric system” by some authors and is 
considered by them as being a separate entity. 
Experimentally, it has been shown that the func- 
tions of the colon may be carried on, under strictly 
controlled conditions, when both the sympathetic 
and the parasympathetic nerve supplies have been 
severed. 


We are at this time interested in functional 
entities in which there are no demonstrable struc- 
tural tissue changes. In the paper on diagnosis, Dr. 
Collins named the diseases that must be borne in 
mind and must be ruled out when studying intes- 
tinal syndromes. Dr. Denslow, in his paper, will call 
attention to the large field of etiological factors 
that must be carefully evaluated so that an accurate 
diagnosis may be made. We wish to clarify the 
functional changes that give rise to symptoms of 
colonic dysfunction without producing demon- 
strable organic lesions. We know that these pa- 
tients are ill and incapacitated, and many of them 
very severely so. In the final analysis, we conclude 
that the pathological change is one in which there 
is a disturbance in the fine neuromuscular balance 
that exists normally in the intestinal tract. In the 
normal individual there is perfect balance between 
the stimulatory and inhibitory nerve impulses, and 
when that is so, the functions of absorption and 
secretion, and the elimination of waste products are 
carried on in a well-balanced orderly manner. 


When mental and muscular activities are ex- 
cessive and fatigue toxins accumulate, normal body 
chemistry may be disturbed and in turn the vege- 
tative nervous system. This results often in exces- 
sive muscular activity in the colon which may take 
on several forms when demonstrated radiologically. 
We may show that the peristaltic waves are too 
numerous and that their rate of travel is too rapid; 
that the peristaltic waves are of the “irritated type” 
in which the contraction is too severe or sustained 
over too long a period. In the severe cases we may 
reveal, on the roentgenogram, areas either large or 
small in which the circular fibers are held in tonic 
contraction for an extended length of time. This 
mechanism of sustained tonic contraction may give 
rise to pain. It may, however, not be severe enough 
to cause pain, but may cause a certain amount of 
obstipation. Between spastically contracted areas 
of the bowel may be found areas of dilatation that 
contain large amounts of fecal material. It is not 
at all unreasonable to assume that such excessively 
dilated areas will set up pain impulses because of 
the distress from overstretching of the muscle 
fibers. When such areas of functional pathology 
of the colon are revealed either fluoroscopically or 
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on the x-ray plate, the radiographic diagnosis is 
“spastic colitis.” 


We may find areas of the colon, or the entire 
colon, suffering from a general atonicity. In this 
condition peristaltic action may be feeble or be 
missing entirely and fecal material accumulates. 
Symptoms may arise from the excessive distention 
which results. On the other hand, it may not be 
overstretching so much as faulty chemistry that 
gives rise to the symptoms. It is not unusual to 
have a patient of this type give a history of exces- 
sive “gas.” As fecal material collects, excessive 
fermentation and putrefaction take place and an 
excessive amount of gas frequently is developed as 
a by-product of these chemical reactions. General- 
ly, this is productive of intestinal unrest, colicky 
pains, cramps, and other common symptoms. Radi- 
ologists report these colons generally as “atonic.” 


When normal physics and chemistry are dis- 
turbed, the hydrogen-ion concentration of bowel 
content may change. It may be returned to normal 
by regulating the diet, by the use of enemata, and 
by many other means. 


It is quite natural to assume that generally the 
symptoms related by the patient, or the physical 
findings which point to gastrointestinal involve- 
ment, serve as the reason for administration of a 
barium meal or enema. Often, however, roent- 
genological findings are not in proportion to clinical 
findings. There may be revealed large areas of 
atonicity, large or small areas of apparent excessive 
dilatation, or large or small areas of marked spas- 
ticity in a patient who has but very little discom- 
fort. On the other hand. we may have a patient 
who complains of much discomfort yet reveals but 
little functional change. In these cases we can but 
draw conclusions by deduction. Frequently the 
first type is seen in the laboratory when a “recheck” 
is being done. The symptoms have subsided under 
osteopathic manipulative treatment at a much 
faster rate apparently than the structural neuro- 
muscular balance has been restored. Either the 
threshold to irritation is raised or what reserve still 
was left has been supported. The second group 
mentioned is seen more often during the process of 
first establishing a diagnosis. These persons seem- 
ingly are just in the early stages of intestinal dys- 
function so that the areas of involvement are still 
small and without secondary factors being present. 
One must bear in mind, when examining these per- 
sons, that often this type of functional disturbance 
accompanies actual colonic disease and infection, 
and that it plays an additional important part in the 
symptom complex as well as in the treatment plan. 
One must keep in mind in all colonic disorders the 
question—Is the condition primary or secondary 
in nature? 


Secretion of mucus is one of the functions of 
the colon. Apparently the purpose of this secretion 
is protection of the colon wall against irritation. An 
irregularity in the conduct of sympathetic nerve im- 
pulses may be expressed in an increased secretory 
activity resulting in the patient passing large 
amounts of mucus. This function may be disturbed 
so severely in some patients that they pass many 
stools each day composed chiefly of mucus. When 
a secretory disturbance takes place, muscular in- 
activity frequently accompanies it. The radiographic 
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plate shows small or large sections of the colon in 
which the haustra are diminished in vigor or miss- 
ing. The colon takes on a “sacklike” appearance 
and the usual diagnosis is “mucus colitis.” This 
takes place without any demonstrable tissue 
changes known roentgenologically as “filling de- 
fects,” such as are associated with organic diseases 
of the colon. 


In a large number of patients studied we found, 
on the roentgenograms, combinations of colonic dis- 
turbances described above. There may be in the 
same colon areas where there is marked spasticity 
and intervening areas where the haustra have been 
lessened or lost entirely, further complicated by 
sections of very marked dilatation. This combina- 
tion of findings may offer an explanation for the 
mixed symptomatology that is often found. It 
complicates our treatment approach just as marked- 
ly as it does the diagnosis. 


Another function of the colon is that of ab- 
sorption and this work is carried on in the first or 
right half of the organ. Here the bowel contents 
are churned far more vigorously than in the distal 
half, where peristaltic action is less. Water and 
the heavier minerals are absorbed chiefly by the 
colon. When nerve impulses are interfered with, 
we may have retardation of the normal rate of 
water absorption with the result that too much 
moisture remains in fecal material and there is a 
tendency to frequent watery stools. On the other 
hand, there may not be any disturbance in the 
function of absorption, but an interference in the 
mechanism of motility. Bowel contents may be 
moved along too rapidly. In this event the process 
of absorption in the right half cannot be completed 
before the mass is carried on into the left half where 
little provision is made for absorption. Thus, again, 
we have food residues and bowel secretions passing 
along too rapidly and with too much of the fluid 
portion still present and serving to produce watery 
stools. As a result a form of “diarrhea” occurs— 
a symptom of an existing maladjustment of the 
neuromuscular balance of the colon. 


If there is a reversal of the factors just related, 
and the bowel contents are moved on too slowly 
with a normal rate of absorption of fluids being 
present, we may have excessive dehydration of the 
mass. This dry stool frequently is stored too long 
in the colon and “constipation” results. This form 
of faulty mechanics may involve only a section of 
the colon, several such areas, or the entire organ. 
The size and character of the stools may serve as 
an indication of the type of mechanical error that is 
present. In this malfunction, as in other disturb- 
ances, a combination may be present wherein there 
are sections of the colon where excessive mucus is 
being secreted while in others marked or severe 
constipation is the rule. Mixed and erratic stools 
will occur in this event—erratic as to time and also 
type. 


The process of digestion is arranged so that 
most of the stages are completed before the chyme 
reaches the colon. The only true digestive arrange- 
ment provided for in the colon is in the cecum. 
Here bacterial flora are normally present whose 
task is to break down cellulose by hydrolysis. 


Whenever there is a disturbance in the secre- 
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tory rate of gastric and intestinal juices, the diges- 
tive functions are altered. The reaction of the 
foods as they pass along in the digestive canal is 
not normal and may be productive of changes in 
neuromuscular balance when the colon is reached. 
Hypomotility or hypermotility may be the end re- 
sult. When bowel contents of such abnormal media 
arrive in the colon, where there is no provision for 
continued digestion, excessive putrefaction or fer- 
mentation may take place. Either constipation or 
diarrhea may accompany such abnormal changes 
and the end products may be irritating liquids, 
solids, or gases. 


Dietetic errors over a long period of time may 
yield end products that normal digestion and 
elimination cannot cope with. Faulty chemistry 
becomes the rule and in due time will exert its 
influence on the nerve supply of the colon. On the 
other hand, when a fairly normal diet is admin- 
istered to a person under severe mental strain or in 
a marked state of physical fatigue these may pre- 
vent normal digestion and elimination. Thus we 
have faulty digestion disturbing the fine colonic 
neuromuscular balance because of uncontrolled en- 
vironment, and being expressed as improper bowel 
function accompanied with many and _ varying 
symptoms. 


The endocrine glands are highly sensitive to 
changes in nerve impulses, and are at the same time 
closely related to all phases of digestion and absorp- 
tion. Furthermore these glandular structures are 
closely allied with the functions of anabolism and 
catabolism. Any change in these activities may so 
affect the body that sensitivity to errors in environ- 
ment and their effect may be greatly increased. 
When such a state of sensitivity exists, even the 
routine of ordinary activity may upset this neuro- 
muscular balance of the intestinal tract and func- 
tional colitis with its attendant symptoms may be 
the end result. 


The overlappings and combinations of mal- 
functions in a colon may produce a great variety of 
symptoms. In the end they always revert back to 
the same underlying change—disturbance in the 
neuromuscular mechanism of the colon, which may 
result from influences brought to bear on the sym- 
pathetic and parasympathetic nerve supply of the 
colon from structural or chemical irregularities in 
the body. 
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Etiology 


J. S. Denstow, D. O. 
Chicago 


Many etiological factors other than osteopathic 
lesions are recognized, but their elimination does not 
always rid patients of their distressing symptoms. 
Our experience has been that the basic maintenance 
factor in functional colitis is irritation to the vegeta- 
tive nervous system arising from structural abnor- 
mality. 


It would be carrying coals to Newcastle to com- 
municate this fact to an audience of osteopathic 
physicians. It is, rather, our puruose to discuss recent 
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DENSLOW 


advances in our knowlegde of this condition, that we 
may become more efficient in its management. 

In order that the etiology may be understood cor- 
rectly, it is necessary, at least, to reiterate some of the 
material that rightly belongs under pathology. 

The colon, under ideal conditions, maintains its 
own function by means of its own intrinsic nerve con- 
trol. Its neuromuscular apparatus is adequate for 
the completion of the vital processes subserved by 
the colon. The extrinsic nerve supply to the colon, i.e., 
the vegetative nervous system, has as its function the 
adaptation of the colon to changes in the environ- 
ment or to changes in the other structures and sys- 
tems of the human organism. Except under very 
strict experimental conditions the environment of the 
human organism is rarely ideal. The term “environ- 
ment” is used in a broad sense and includes not only 
the conditions in which the organism exists, but also 
the material that is taken into it from without for 
the purpose of nutrition, replenishing of body fluids, 
etc. Consequently, we understand that the dietary of 
the individual actually is part of his environment. 

The rarity with which we see a perfect environ- 
ment also obtains as regards perfect structure and func- 
tion of all the organs of the body. The vegetative 
nervous system provides a stabilizer that allows ade- 
quate function of the entire organism, even when one 
or more of its component parts is abnormal. 

The vegetative nervous system adapts the bowel 
to meet pathological changes in the balance of the 
systems and structures of the organism. It, then, is 
seen as the protective mechanism that guards, to the 
best of its ability, the function of the colon. It is 
important in that it transmits the effect of a distant 
abnormality to the colon. It is obvious that to consider 
the etiology of the irritable colon, it is necessary to 
consider those conditions and abnormalities. 

Age Incidence.—Functional colitis is seen most 
frequently in patients in the middle period of life. The 
adaptability of children and adolescents to their envi- 
ronment keeps them comparatively symptom-free dur- 
ing this age period. Colonic dysfunction is not in- 
frequently seen in children, but in the majority of 
cases the symptomatology arising from it is transient 
and, for the time being, short-lived. It is common to 
see a youngster who, after a trip to the city or an 
overindulgence in strawberry shortcake, or after some 
other fatiguing incident, develops what has been 
known in old-fashioned parlance as a “stomach-ache.” 
The child becomes constipated or may have diarrhea 
and is generally indisposed, with or without febrile 
reaction. With a few days of rest, particularly to 
the gastrointestinal tract, normal function is restored, 
and no permanent ill effects are seen. 

The organism in this growing period is enabled to 
function, within reasonable limits, under most adverse 
conditions, and consequently persistent, troublesome 
colonic dysfunction is rarely seen. It must be re- 
membered, however, that the background for what 
will eventually be disturbing factors is present, though 
symptomless, in children. Our responsibility, then, 
lies in the prevention of these later difficulties by the 
early recognition and elimination of their possible 
etiology. 

In old age the adaptability of the organism is de- 
creased. The range of activity that may be enjoyed 
by the individual is lessened ; the amount of strain and 
stress that he may undergo and the amount of insult 
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to the gastrointestinal tract in the form of abnormal 
dietary that he may stand without immediate physical 
harm gradually ebb. In this stage of life the organ- 
ism is less resistant and fails to react vigorously to 
pathological structure or environment. 

In the middle period of life the organism is ma- 
ture and is at its greatest functioning capacity. How- 
ever, responsibility at this period is greatest. The 
human organism at this time may be subjected to a 
major degree or organic disease or environmental ab- 
normality before it presents evidence of illness. When, 
however, the organic disease or the environmental 
abnormality becomes too great for the adaptability of 
the patient, the structures involved announce their 
abnormal status vigorously through the vegetative 
nervous system. This vigorous disturbance overflows 
to other viscera, particularly the gastrointestinal tract, 
with irritable colon as the result. 

There are, of course, exceptions to this age rule. 
Children who have unusually bad posture may be 
habitually and constantly constipated. They may be 
subject to functional colonic disturbance upon the 
slightest provocation. On careful questioning it is 
learned that even before the mother took the child 
home from the hospital it was necessary to give re- 
peated colon flushings to secure bowel elimination. 
In cases of this type, where the structural abnormality 
is very marked, even the adaptive powers of this age 


period are not able to maintain the patient in a nor- 
mal functional status. 

The same obtains in patients in the late periods of 
life. Individuals who retain a vigorous physique and 
a high degree of function of the vital structures react 
as do patients in the middle age period. 

Frequency of Incidence.—A preliminary survey 
shows that in the mine run of cases admitted to the 
Diagnostic Service of the Chicago Osteopathic Hos- 
pital, the signs and symptoms of functional colitis are 
present in not less than two in three cases. Certainly 
no other system of the human organism is affected 
in a functional manner in such a preponderance of 
cases. 

It is noted with interest that although this condi 
tion may not completely incapacitate these patients, it 
is detrimental to their health. Of the patients ad- 
mitted to the hospital suffering from various diseases, 
a high percentage are constipated. This constipation 
represents a functional disturbance of the large bowel 
which is in itself detrimental to the patient’s health. 

It is a fact, although it is not generally known, 
that fecal material is composed for the most part of 
secretions from the bowel. An excessive amount of 
mucus, whether it be part of the stool and not discern- 
ible to the eye or whether it be free in the form of 
strings or casts, is evidence of colonic dysfunction. 
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Regardless of whether a large amount of fecal mate- 
rial is due to a large food residue or to excessive 
mucus formation, it must be eliminated. If it is not, 
its very presence constitutes an abnormality, and ab- 
normal impulses arise therefrom. It is astonishing 
to see the improvement in the clinical condition of 
these patients when normal bowel elimination is se- 
cured. 


Predisposing Etiology.—It has been demonstrated 
that irritable colon accompanies structural abnormal- 
ity, organic disease, and adverse environmental con- 
ditions. The last named act through the vegetative 
nervous system, but not as readily as the first two. 
The human organism is adaptable and does not show 
dysfunction in the presence of minor or transient 
adnormalities. Consequently it is only when such 
abnormality becomes major in character and extends 
over a comparatively long period that the intestinal 
function is disturbed. A burst of anger experienced 
once yearly, a profound dietary indiscretion carried out 
at an annual banquet, a structural lesion that is cor- 
rected soon after its inception, or a transient financial 
worry, certainly will not cause the patient to have 
an established irritability colon. In order for these 
many possible etiological factors to operate in such 
a manner as to cause an irritable colon, they must be 
present over a sufficiently long period in a sufficiently 
severe degree to exceed the functional range and es- 
tablish a perversion in physiology. 

As the environmental stresses and strains are major 
considerations today, these will be considered first. 
To quote one authority: “Our present-day life, with 
its hustle and bustle, its tremendous competition in 
wage earning, and its every urge for speed, often in- 
terferes with proper care of intestinal function.”* It is 
seen frequently that mental or emotional strain when 
prolonged to an excessive degree is detrimental to 
intestinal function. An excellent illustration of this 
is found in the young speaker who, while carrying a 
full routine schedule, is forced to prepare at odd times 
material that must be presented to a mature and hy- 
percritical audience. He is attempting to do more 
things than time permits; he is constantly disturbed 
with the thought that possibly he will not be able to 
present his facts in such a manner that they will be 
understood; he is constantly keyed up with the reali- 
zation that so many things must be done today, so 
many tomorrow, and so on. As a result his adaptive 
mechanism becomes excessively fatigued and shows 
evidence of this in perverted physiology, frequently 
of the colon. 

The gastrointestinal tract is designed to accept and 
prepare for assimilation certain types of material 
commonly known as food. One of the most common 
complaints made by patients is that they are unable 
to take, without subsequent trouble, certain kinds of 
food. Usually it is not the food that is at fault but 
an abnormality that lies in the organism. The or- 
ganism is unable to digest and assimilate these foods 
that cause normal patients no trouble. Alvarez’ has 
made a very interesting study of foods most common- 
ly causing distress. He learned that uncooked vege- 
tables such as radishes, onions, etc., fried and greasy 
foods, together with condiments, are the most fre- 
quent offenders. He also made the observation that 
it is not possible to predict, from the clinical condi- 
tion of the patient, which type of food he cannot tol- 
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erate. It has been this writer’s experience that pa- 
tients subject to attacks of functional colitis, when 
they are in a so-called period of remission, can toler- 
ate foods that cannot be taken when the colon is caus- 
ing symptoms. 

Patients come to us, stating that it is necessary for 
them to adhere to a very restricted dietary to avoid 
symptomatology referable to the large bowel. These 
same patients, as the structural pathology or organic 
disease is removed, are enabled to increase their 
dietary range without discomfort. Hence, we feel 
that the inability of these patients to take certain 
foods is an end result of intestinal dysfunction rather 
than a cause, in the majority of cases. 

When an intestinal dysfunction becomes estab- 
lished, regardless of the etiology, the patient is unable 
to tolerate adequate kinds and amounts of foods to 
maintain normal nutrition, particularly of vital organs. 
The patient becomes anemic, has decreased vitality, has 
so-called lowered resistance, and all of this operates 
to accentuate and maintain the condition that pre- 
ceded it. 


The frequency with which generalized debility and 
visceroptosis complement each other has been ob- 
served not only by our own profession but also by 
other schools of healing. Visceroptosis is in itself 
but a functional disturbance of the large bowel. 

Fatigue operates in the same manner as do dietary 
indiscretions. It may in itself be the original etio- 
logical factor. The human organism must have a 
certain amount of rest, physical and mental, to be 
maintained at the height of its efficiency. The ab- 
sence of that rest will bring about functional changes. 
In those instances where the patient does not re- 
ceive an adequate amount of rest, fatigue may con- 
stitute the primary etiology. In cases where fatigue 
is not the original etiological factor, the irritable 
colon operates to decrease the efficiency of the body 
as a whole, and consequently fatigue ensues following 
slight exertion. It will be seen in the treatment of 
this condition that in given cases rest to the body 
as a whole, particularly rest to the gastrointestinal 
tract, is absolutely essential. People with irritable 
colon experience exacerbation of their symptoms 
when they have inadequate amounts of rest, mental 
or physical. The intestinal dysfunction of one pa- 
tient was in direct relation to the onset and course 
of the various infectious diseases of her children. 
When her worry and physical activity were not ex- 
cessive, she experienced no colon symptoms. At other 
times her colon became troublesome. 

Primary Lesions.—It has been demonstrated that 
structural pathology from traumatic injury or from 
abnormal posture has an effect on the functional in- 
tegrity of the vegetative nervous system. 

In the White House Conference on Child Health 
and Protection® of 1931 it was shown that approxi- 
mately 80% of school children have abnormal pos- 
ture, based on a survey of nearly 2,000 cases. This 
is the formal expression of a fact that is seen daily 
in the experience of osteopathic physicians. The co- 
rollary to this may be seen in the presence of dental 
caries. A patient, aged 21 years, who had no cavi- 
ties or other abnormalities in her teeth, was paraded 
through the offices of many of the dentists in a large 
medical arts building as an unusually rare specimen. 
A patient who is completely free from structural ab- 
normality is indeed a rarity. 
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However, it is only when a structural abnormality 
is major that its influence on distant viscera is great 
enough to pervert the function of those viscera. While 
this is mentioned during a discussion of posture, it 
obtains for all structural abnormality. Defective pos- 
ture represents trauma to joint structures, as in the 
presence of defective posture joint structures are 
subject to forces that they are not designed to carry. 
The end result is the same as is found in the so-called 
true traumatic lesion. 

Structural abnormality may result from a distur- 
bance of the tonus of the periarticular and support- 
ing tissues. This type of abnormality is considered 
as reflex lesion pathology and is present in every case 
of functional or organic disease. In functional or or- 
ganic disease in which joint abnormality represents 
the primary etiology, obviously the removal of this 
abnormality, unless irreparable damage has been done, 
will allow the return of normal function of the part 
or viscus involved. If the joint abnormality is so- 
called reflex as the result of some extraneous factor 
that has perverted the function of a part or viscus, 
not only the original etiology, but also the mainte- 
nance reflex pathology as well, must be removed for 
the return of normal function. 

A patient in the author’s series exemplifies this 
point. A woman, aged 30 years, complained of con- 
stipation, with pain in the region of the ascending 
colon. Physical and laboratory examinations were 
negative except for the presence of questionable 
teeth, a palpable, tender ascending colon, and marked 
lesion pathology at the lumbo-dorsal junction. The 
patient’s circumstances did not permit dental x-ray 
and care. The patient was treated osteopathically 
twice weekly. At the end of the second week the 
abdominal pain had disappeared; at the end of the 
third week bowel function became normal; at the 
end of the fifth week the colon was but slightly 
tender and palpable. The patient has remained symp- 
tom-free to date (nearly a year). A few days ago 
dental x-rays were secured, which revealed seven in- 
fected teeth. 

This case is cited, as in our opinion it typifies our 
experience, that alleviation or at least partial removal 
of structural abnormality, even in the presence of 
what very possibly was the original etiology, brings 
about improvement in the patient’s clinical condition. 
For a perfect result in the above case, obviously the 
infected teeth must be removed, but it is our opinion 


that removal of the teeth without removal of the 
structural abnormality would ‘have proved disap- 
pointing. 


We recall other patients who, under management 
of physicians of another school, had removed organic 
disease processes and abnormalities of environment 
only to have the original complaint—that is, the symp- 
tomatology of dysfunction of the colon—remain. 
These patients, when the structural abnormalities were 
alleviated or removed, made uneventful recoveries. 

SUMMARY 

It is necessary for correct management of patients 
with irritable colons to determine: 

(1) The presence or absence of environmental 
strain (including dietary indiscretions). 

(2) The presence and degree of organic dis 
ease, particularly focal infection and abdominal dis- 
ease. 


(3) The exact location of structural abnormal- 
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ity. This must be stressed, as not infrequently pa- 
tients with this condition fail to secure clinical results 
under osteopathic management. The explanation for 
this, in many cases, is that the manipulative therapy 
applied has failed to return the involved joint struc- 
tures to normal. 

(4) The relative importance in the etiology and 
maintenance of this condition of various factors that 
may be present. By this process we may eliminate 
the necessity of surgical procedures of questionable 
value, of expensive changes of climate, etc. By the 
same token, we may be enabled to insist that the neces- 
sary procedures be carried out, when, after careful 
evaluation of the case, it becomes apparent that they 
are of major importance. 

(5) It must be remembered that, regardless of 
the presence or absence of environmental abnormal- 
ities or organic disease, structural abnormality is a 
factor in the etiology and maintenance of every case 
of irritable colon. 


9457 S. Winchester Ave., Beverly Hills. 
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Treatment* 


R. N. MacBarn, D.O. 
Chicago 


Functional colitis has been a serious problem 
to physicians in general practice and to gastro- 
enterologists as well. There is no dearth of litera- 
ture on the subject and many varieties of treatment 
are described in detail in periodicals and _ books. 
There is no use in repeating a description of standard 
measures which are known widely and which have 
met with but indifferent success in the management 
of this type of case. The important consideration 
for us is to discuss what specific and worth-while 
contribution osteopathy has been able to make to this 
condition. 


Osteopathic methods directly influence the ex- 
trinsic reflexes which have been shown, by the previ- 
ous papers, to be abnormal. There is always some 
degree of osteopathic pathology associated with the 
condition, either as an etiological factor or as a reflex 
manifestation. The normalization of the pathological 
reflex activity cannot be accomplished as long as the 
osteopathic pathology remains. 

The general literature on the subject of func- 
tional colitis impresses us by the variety of the meth- 
ods of treatment recommended. There is apparently 
no clear-cut basic conception of the problem which 
would serve to place therapeutic measures in their 
proper relative importance. Osteopathic etiology, 
pathology, and diagnosis offer this much needed fun- 
damental approach to this perplexing problem. 

There are two essentials in the osteopathic 
manipulative treatment of functional colitis. They are: 


*At the conclusion of Dr. MacBain’s discussion, demonstrations 
were given on the various methods of technic used in treating 
patients suffering with functional colitis. 
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First, the complete removal of chronic and long- 
standing lesion pathology ; 

Second, the choice of manipulative methods 
which will not be an added irritation to hyper-sensi- 
tive reflexes. 


Complete Removal of Lesion Pathology.—Func- 
tional colitis is insidious in onset and develops, in the 
majority of cases, over a long period. The associated 
lesion pathology is well established, usually chronic. 
Many of the lesions are postural in origin. The 
tissue changes around them are organized and resist- 
ant. Specific and careful treatment to these lesioned 
areas is the only thing which will bring a response 
in the difficult or stubborn cases. Pathologies in spinal 
tissues may give rise to many types of positional 
changes or to combinations of altered positions in 
extension, flexion, lateral flexion, or rotation. Treat- 
ment which corrects a rotation and overlooks an ex- 
tension will be only partially successful. In these 
cases, as in others, a disappointing response from 
osteopathic treatment can be attributed to a failure 
to reach all the pathology of a lesion. 


The time element is also important. Organized 
tissue change of long duration is not going to respond 
magically to the touch. Consistent and repeated 
effort, relying on confidence in the ultimate outcome, 
is essential. 


Avoiding Irritation.—Instability of the nervous 
system is a frequent accompaniment of functional 
colitis. It is often a predisposing cause. It is, also, 
a result of the malnutrition and debilitating effects 
of the condition. 

Individuals who manifest an overactivity of the 
nervous system respond excessively at times to 
manipulative treatment, particularly where the manip- 
ulative measures reach the deeper articular structures. 
In our experience, many patients have secured un- 
favorable reactions from too vigorous treatment in the 
beginning of the management of the case. Each case 
is an individual problem and the experienced operator 
will be guided by his sense of tissue reaction. To point 
out the need for caution does not imply any contra- 
indication for specific corrective treatment. It rather 
recommends a carefully selected technic for each case. 

The treatment of functional colitis of the un- 
complicated type is not a formidable problem to the 
osteopathic physician. When the condition is asso- 
ciated with other organic or functional pathologies, 
the complexities increase. It is not possible, here, 
to discuss the many composite conditions confronting 
the physician, except to mention one group of cases 
which are frequently encountered. 


This group consists of the organic or functional 
pathologies of the gastrointestinal tract in which the 
irritable colon is but one phase of a disturbed diges- 
tive mechanism. Gastric and duodenal ulcers, gall- 
bladder disease, chronic appendicitis, and the various 
forms of rectal pathologies may be caused by, or may 
cause, an irritable colon. The surgical or other treat- 
ment of these diseases does not take care of the 
colon. Direct and specific treatment must be insti- 
tuted to care for the colonic dysfunction. 


Good clinical judgment is exercised when con- 
stitutional measures are employed to support the 
manipulative corrective treatment, if such measures 
are indicated. Routinism in manipulative treatment 
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or in the general management of these cases is to be 
avoided. Supportive measures, while definitely indi- 
cated in some cases, are of relatively little importance 
in others. The usual tendency is to overemphasize 
the supportive measures and to underemphasize the 
structural treatment. The control of the nervous 
reflexes through osteopathic measures is the funda- 
mental treatment and the effective treatment. 


Chief among the supportive measures is rest, 
(treatment) mental and physical. The severity of 
the disease will be a guide in the prescription of 
rest. Some cases will require bed rest during treat- 
ment. Others need limited activity, change of envi- 
ronment, or a new mental outlook. 


Rest to the intestinal tract is the underlying 
principle of the dietetic treatment. No formula of 
diet should be applied routinely. Each case must 
be studied to determine which foods are irrit..nts. 
The tendency is to prescribe too limited a diet and 
to adhere too closely to routine. The nutrition of the 
individual frequently suffers because of a too re- 
stricted diet. The diet should be as general as pos- 
sible after definite irritants have been ruled out. Not 
many cases are caused directly by diet and few cases 
respond to dietetic treatment alone. The majority 
of patients should be placed on a general diet, avoid- 
ing excess roughage. 

Catharsis, high colonic irrigations, and special 
diets recommended by health faddists need only be 
mentioned to be condemned. Adequate elimination 
can be undertaken by low enemata, fluids by mouth, 
and manipulative measures. We have frequently 
found too much emphasis placed on bowel elimina- 
tion in these cases. Measures sometimes used to 
stimulate the bowel action are definitely harmful. 
Not a few cases respond satisfactorily when all treat- 
ment directly stimulating bowel action is discontinued 
and the colon has an opportunity to be quiet for a 
few days. 

Pain and abdominal discomfort are encountered 
at times in severe cases. The application of heat, 
particularly to the splanchnic area of the spine, as 
well as locally, is of benefit in controlling pain. 
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Phases and Classifications of Pathology 


Pathology . deals with the disturbances of func- 
tion and the alterations in structure in living beings, 
induced by unusual agencies and conditions. The func- 
tional disturbances thus induced are embraced as symp- 
toms of disease in physiological or, far better, functional 
pathology, which so largely dominates the scientific ac- 
tivities of the physician and forms the basis for the 
practice of his art. The phenomena of pathological 
physiology are in no sense opposed to those of normal 
physiology, but are their inevitable correlatives when the 
living body is placed under sufficiently abnormal condi- 
tions, . 

But alterations in structure are so closely associated 
with disturbances in function, and both are so constantly 
dependent upon the inciting factors in disease, that an 
intelligent study of morphology necessitates a constant 
consideration of etiology and of certain phases of path- 


ological physiology—Textbook of Pathology. Ed. 15. 
1931. Francis Delafield and T. Mitchell Prudden. Pub- 


lished by William Wood and Co., New York. 
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The Scientific Exhibit 


of 


The Chicago College of Osteopathy 


Jack TurNeER Wirsonxn, A.B 


Chicago 


The Chicago College of Osteopathy prepared and 
displayed a scientific exhibit in the West Foyer of the 
Waldorf-Astoria Hotel during the convention of the 
A.O.A., which was held in New York through the 
week beginning July 20. The exhibit was designed to 
complement the symposium presented by the college 
on the general program. Drs. H. L. Collins, M. C. 
Beilke, J. S. Denslow and R. N. MacBain presented 
papers which had been compiled from data and rec- 
ords of observa- 
tion in the Chi- 
cago Osteopath- 
ic Hospital and 
Clinic. 

This sympo- 
sium of papers 
was concerned 
chiefly with a 
study of colitis. 
Dr. Collins pre- 
sented the meth- 
ods of diagnos- 
ing this common 
ailment and the 
information 
which he gave 
was based upon 
several hundred 
clinical records 
and his own ex- 
tensive experi- 
ence. The report 
included a re- 
view of labora- 
tory diagnostic 
procedure and a 
survey of the 
best interpretation of the laboratory reports. 

Dr. Beilke offered in his paper an extensive study 
of the pathology of colitis. The characteristics of the 
malignant colon were discussed and a resume of the 
investigations of the neurological relationships of the 
normal and the pathological colon was given. 

Dr. Denslow’s paper was confined to a study of 
the etiology of colitis. Clinical evidence of the associa- 
tion of colitis with other common diseases was pre- 
sented. This paper summarized the work of the 
Chicago Clinic which has devoted a great deal of time 
to the study of functional colitis. 

Dr. MacBain closed the symposium with a dis- 
cussion of the therapeutics of colitis. His paper served 
as a summary of the three preceding papers and illus- 
trated the application of osteopathic principles and 
technic in the treatment. This symposium of papers 
was followed by a demonstration of technic. 

The scientific exhibit of the Chicago college was 
arranged in four units. One unit was devoted to the 
study of laboratory diagnostic procedure. The second 


The Titrahtos of The 
Media 
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unit consisted of illustrated records of the pathology 
of colitis. The third unit displayed the results of re- 
search in the etiology of colitis as it has been carried 
on during the past year in the college. The fourth 
unit was an exhibition of radiographic records from 
the x-ray department of the Chicago Osteopathic 
Hospital. 

The story of the preparation of the part of the 
exhibit concerned with laboratory diagnosis is very 
interesting. It 
was decided to 
set up a com- 
plete miniature 
laboratory in the 
exhibit booth. 
All of the equip- 
ment used in 
bacteriological 
investigation 
was to be sent 
from the college 
to New York. 
This included 
the several hun- 
dred tubes of 
culture media 
used in a bacte- 
riological labora- 
tory. The prob- 
lem at once pre- 
sented itself as 
to how culture 
media could be 
prepared which 
would stand the 
long shipment 
from Chicago to 
New York and remain unspoiled by overgrowth of 
bacteria during the whole time of the convention. 
After two weeks of unsuccessful experimenting with 
various types of culture media to which preserving 
compounds had been added, it seemed impossible to 
attempt to ship the living organisms and expect to 
keep them in a typical state during the convention. 
We set to work at once to develop synthetic culture 
media which would have all the appearances of the 
real thing and which would keep indefinitely. Most 
bacteriological tubes are stoppered with cotton. It 
would, of course,, be impossible to ship liquids in cot- 
ton-stoppered tubes so it was decided that all the 
media should be in solid form and still give the appear- 
ance of being a liquid. 

Two months were devoted to the prejffaration of 
the artificial media and we found the problem solved 
when a mixture of agar, phenol, and gelatin was used. 
Organic dyes were used to color the media so that it 
would look exactly like the real thing. 
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We desired to show the typical 
colonies of bacteria growing on the 
media. No organism could possibly 
flourish on such a mixture so now we 
were confronted with the problem of 
developing a compound which would 
cling to the media and appear to be 
colonies of bacteria. This substance 
would have to be moulded to the 
characteristic shape of the various 
bacterial colonies and it would have 
to be stained to their characteristic 
color. With the assistance of Mr. 
Carroll Hooe of the Chicago college, 
we developed a compound made of 
beef protein and phenol which served 
this purpose nicely. In due time four 
hundred culture tubes were prepared with the arti- 
ficial media and stains. These tubes exhibited many 
of the common organisms to be found in the human 
colon and illustrated their growth characteristics. 
Microscopic slides of the actual organisms were on 
hand and were to be observed through a microscope. 


The equipment for anaerobic cultures was dis- 
played and the new electrometric method of culture 
media titration was demonstrated. The complete equip- 
ment for isolating and identifying the diplostrepto- 
coccus of Bargen was also on display in this unit of 
the exhibit. 


The pathology unit of the display consisted of large 
drawings of typical examples of malignant conditions 
of the colon. A microprojector was used to illustrate 
microscope slides of pathological specimens. Five 
large charts carried the information which Dr. Dens- 
low had compiled from clinical statistics. 


The portion of the exhibit devoted to a display 
of the research in the etiology of colitis offered color 
photographs taken with the microscope. The assistants 
in the bacteriology department of the Chicago college 
spent a great deal of time in perfecting the technic of 
color photomicrography. This science will prove to be 
of great importance as a diagnostic service. 


The radiographs from the Chicago Osteopathic 
Hospital were illuminated and arranged upon a large 
viewing box placed in front of the exhibit booth. 

It was estimated that an average of four hundred 
persons attended the exhibit each day of the con- 
vention. 


5200—50 Ellis Ave 


Bacteria in Crystal Form 


studies of the epidemiology of 
ulcerative colitis which were carried on in the Chicago 
College of Osteopathy, a crystalline form of the proto- 
plasm of certain bacteria was isolated. 


During the recent 


It has been noted by several observers that certain 
gram-positive cocci are often associated with colitis, and 
these organisms may be isolated directly from an ulcer 
in the sigmoid. Massive cultures of these bacteria were 
grown upon media containing dextrose and blood serum. 
The organisms were removed and washed several times 
and placed in a ball mill. The resulting mixture of ground 
bacteria afd water was passed through a Berkefeld filter 
having a porosity classed as “N”. The liquid which came 
through the filter was treated with absolute alcohol and 
the crystal formations which are illustrated, began to 
appear. The photographs were taken with the microscope 
using dark-field illumination. 
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facteria in Crystal 


At the present, experiments are in progress to deter- 
mine the significance of this observation. Tests have been 
made upon the intestines of rabbits and the results seem 
to show the isolated compound has a necrotic effect upon 
the epithelial cells of the colon, however no satisfactory 
conclusions have been reached. 

Jack TurRNeR WILSON. 


Notes on Constipation* 


Outve I. Bonptes, D.O. 
AND 
Ciara Jupson Stit_MaAn, D.O. 
Committee on Publication 
Los Angeles 


AN ARTICLE BASED ON THE TALKS AND DISCUSSIONS 
DURING SEVERAL YEARS’ MEETINGS OF THE WOMEN’S 
OSTEOPATHIC CLUB OF LOS ANGELES 


Constipation is abnormal retention of the fecal 
mass, and it may or may not be associated with 
symptoms of toxemia. Daily evacuation may not be 
normal for certain individuals. A case was reported 
in which the patient had but one bowel movement 
a week, but seemed perfectly healthy. The stool was 
large, soft, normal, and easily evacuated. The patient 
showed no evidences of disease or discomfort. Prob- 
ably an abnormally large sigmoid or colon served as 
a reservoir for the fecal material. 


Another case was reported in which there were 
symptoms of severe constipation unless two evacua- 
tions a day occurred. The patient was an elderly 
man and this condition had been present many years. 


Symptoms of constipation, such as headache, 
restlessness, loss of appetite, insomnia, mental and 
physical inertia and other related disturbances, are 
not necessarily caused by the absorption of toxic sub- 
stances. All these symptoms have been produced 
experimentally by raising the air pressure within the 
rectum, and relieved within a relatively short time 
by the removal of such pressure. Foul breath, coated 
tongue, and slight jaundice seem to be due to waves 
of reversed peristalsis. Alvarez showed that gastric 
or intestinal contents may thus be carried to the 
tongue. 


The old view that poisoning occurs as a result 
of the absorption of retained, inspissated feces is now 
superseded by the mechanical viewpoint, that it is 


*Fourth of a_ series 
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chiefly the effects of the pressure of the retained 
feces, with the resultant changes in the intestinal 
secretions and muscular activities, which cause the 
symptoms of poisoning. 


The relief of these symptoms on the removal of 
the fecal mass could scarcely be so quick and so 
complete if actual toxemia were an important factor. 


That some absorption of toxic substances may 
result from the retention of liquid, putrefying or fer- 
menting fecal material is undoubted. Cathartic drugs, 
or enemas or colonic irrigations improperly given, 
may change the inspissated, chemically harmless, re- 
tained fecal masses into a soft or fluid, putrefying or 
fermenting mass whose toxic products may be ab- 
sorbed into the blood stream. Such absorption is 
recognizable by increase of indican in the urine. 


Many cases have been recorded in which incor- 
rect treatment of mild constipation has been followed 
by very severe evidences of toxemia. 


REPORTS OF OSTEOPATHIC PHYSICIANS 


Bond and McConnell and Teall emphasized the 
importance of structural lesions, especially enterop- 
tosis and spinal rigidity at the lower thoracic and 
upper lumbar segments. 


Proctor laid especial stress upon improper diet 
as a cause of constipation, and upon a highly cellulose 
diet in therapy. 


Childs described the relations of errors in spinal 
development to habitual constipation in children. 


Vick considered the examination of the stools 
of considerable importance in the constipation so 
often associated with rectal disease. He advised 
osteopathic manipulative treatment directed especially 
to the endocrine centers. 


Golden discussed the importance of constipation 
in causing and perpetuating rectal disease. 

Wagner gave an exhaustive list of etiological 
factors. 


Kraus, Tasker, Beckwith, Russell and others 
have shown various deformities of the intestine which 
interfere with normal passage of chyme and feces. 


Pearce reported animal experiments showing the 
circulatory changes in the mesentery and intestine 
following certain spinal manipulations. 


Riley and Muttart discussed intestinal toxemia 
and its relation to chronic constipation. 


McIntyre outlined methods of the establishment 
of habits, mental, dietetic and physical, in the treat- 
ment of chronic constipation. 


Daniels noted the dangers of excessive amounts 
of roughage in food; he emphasized the importance 
of normal intestinal flora and also the need for 
adequate supplies of vitamin B in the diet, in dis- 
orders of peristalsis. 


Hedges and Jones discussed constipation to- 
gether with certain other gastrointestinal disorders in 
children. 


In 1927 Miss Frances Ennis classified the causes, 
effects, and treatment of constipation in a thesis for 
her Bachelor of Science degree, Georgia State Col- 
lege for Women. She quoted from statistics at that 
time, showing $70,000,000 was being spent for cath- 
artics and purgatives each year in the United States. 
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ETIOLOGY 


The causes of constipation may be divided into 
two groups. The most important of these is the 
structural lesion group, including vertebral lesions 
which are recognized and treated adequately by 
osteopathic physicians; developmental defects, espe- 
cially of the colon and sigmoid; and one or more of 
the many pathological conditions which affect the 
structure or the functions of the intestinal tract. 
This last includes hemorrhoids, ulcers, various in- 
flammations, tumors of abdomen and pelvis and other 
less common diseases of the intestinal tract and of 
related viscera. Related viscera may be those organs 
directly associated with the intestines, such as the 
liver, or those whose relations seem indirect, such as 
the thyroid, pituitary or adrenals, the internal secre- 
tions of which are essential to the normal function- 
ing of all nonstriated muscle tissue. 


The second group of causes includes abuse of 
the digestive tract. Incorrect diets, excessive use of 
mineral oils and related substances, enemas or colonic 
flushings improperly given, and inattention to proper 
evacuations are common factors in this group. 


Incorrect diets include those that are too con- 
centrated and those that contain too much cellulose. 
The ingestion of those harsh substances, ordinarily 
called “scrubbing-brush” foods, is especially harm- 
ful in spastic conditions of the colon and in ulcers 
or other inflammatory states. Lack of proper min- 
erals and vitamins in foods is a cause of constipa- 
tion which is easily overlooked. 


Various methods of changing the intestinal flora 
from the putrefactive to the fermentative types of 
bacteria have been given in various textbooks. Some 
of these seem to be more useful in one case than 
in another case apparently identical with the first. 
No method is of permanent value unless the osteo- 
pathic lesions are corrected, the habits of the patient 
are adjusted and the diet regulated. 


No treatment can be successful if the patient 
persists in the habitual use of cathartics. Case re- 
ports have been given in which the use of cathartics 
seemed to be the sole cause of supposed constipation 
and the cessation of this bad habit the sole (and suc- 
cessful) treatment indicated or employed. 


The dangers of mineral oils, agar agar, flaxseed 
and other inert substances must not be forgotten. 
While they are often useful in emergencies and in 
unusual conditions, and always are less harmful than 
cathartics, they tend to interfere with normal ab- 
sorption and secretion in the intestine; they may 
establish bad habits, and they frequently prevent the 
recognition and treatment of the real cause of the 
constipation. 

Vertebral lesions which cause constipation are 
distributed rather widely throughout the spine. They 
produce different types of the disorder according to 
their anatomical and physiological relations. Both 
experimental and clinical evidence is plentiful in each 
group of lesions. 


Lesions of the occiput, atlas and axis cause 
persistent and violent ring-like contractions of the 
circular muscles of the prepyloric, pyloric and intes- 
tinal muscles. These reactions are due to disturb- 
ances in vagal activities, since they do not occur after 
section of both vagi. The same lesions affect the 
circulation through the pituitary gland. Possibly the 
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resultant disturbance in the internal secretion of this 
gland is concerned in the constipation caused by upper 
cervical or occipital lesions. 


Several human case reports in which very re- 
fractory constipation disappeared after the correction 
of lesions of the occiput or atlas were given in this 
connection. 


Lesions of the tenth thoracic vertebra may be 
responsible for atony of the ascending colon and for 
weakness or atonic conditions of the ileocecal region. 


Lesions of the eleventh to the thirteenth thoracic 
vertebrae affect the circulation through the adrenals 
in experimental animals. The sympathetic innerva- 
tion of the intestines, by way of the splanchnic nerves, 
the solar plexus and the plexus of Auerbach prob- 
ably are concerned in the pathogenic relations of 
lower thoracic lesions and constipation. 

Recent surgical reports indicate that in certain 
cases of megacolon the sympathetic nerve impulses 
(which inhibit peristalsis of the colon and contract 
the internal sphincters of the rectum and anus) are 
relatively more efficient than the parasympathic im- 
pulses (which increase peristalsis in the colon and 
inhibit the rectal and anal sphincters). 

The parasympathic innervation from the sacral 
segments is affected by lesions of the lower lumbar 
and sacroiliac joints. 

Spasm of circular muscle fibers in the sigmoid 
region prevents the movement of the fecal mass into 
the rectum, which movement causes the initial sensa- 
tions tending to evacuation. Lesion of the fifth lum- 
bar vertebra on the sacrum may cause such spasm. 
Cases were reported in which the existence of such 
spasm had been shown in x-ray plates in certain 
abnormal phenomena noted during colonic irrigations, 
and in which the relief of constipation after correc- 
tion of the fifth lumbar lesion was speedy and per- 
manent. 

Disturbances in the sensory relations of the 
rectum and anus owing to upper lumbar lesions were 
reported. Such sensory disturbances were causes of 
constipation, sometimes because of abnormal reflexes 
and sometimes because of the pain associated with 
bowel evacuations. 

TREATMENT 

The treatment of constipation must include (1) 
the correction of spinal joint lesions, when these are 
present, and the correction of habits which need 
changing. The patient must cease using purgative 
drugs, if their use has been habitual. He must 
“attend to the call of nature” promptly. He must 
attempt to evacuate regularly; if no habit-time has 
been established, he should select a time. Very often 
an hour after breakfast will prove to be the best time, 
as the stimulation produced by eating breakfast will 


reflexly affect colon activity. He must change his 
diet, adding those foods which have been neglected, 


cutting down on the amount of those which have 
been eaten abundantly, and adding water and foods 
rich in vitamins in nearly all cases. 

Voluntary exercises for the abdominal and spinal 
muscles often are indicated. These have been de- 
scribed in many osteopathic and other periodicals. 

Preliminary cleansing of the colon is often in- 
dicated. Several methods of doing this are familiar 
to most physicians. 

In occasional cases, surgical relief 
for the removal of tumors, a chronic 


is necessary 
appendix or 
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gallbladder. The work of the proctologist may be 
extremely important in other cases. 


When examination of the stool shows persistent 
foul odor and an excess of the bacteria which are 
usually putrefactive, the giving of whey or butter- 
milk or preparations of lactic acid or cultures of 
fermentative bacteria by mouth or as colon implanta- 
tions may be considered. Such preparations are 
very useful in selected cases. 

Nothing can be considered really curative except 
the removal of the cause of the abnormal function. 
In those cases in which the cause of the constipation 
cannot be relieved, or when some developmental 
anomaly is an important factor in etiology, the patient 
must be taught the use of such dietetic, hygienic, and 
other harmless agencies as secure the functions most 
nearly normal for his condition. 
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TRAMPING ON OUR HEELS 


We have been reviewing in these columns the 
series of articles entitled “Sacrarthrogenetic Telalgia” 
appearing in The Journal of Bone and Joint Surgery. 
The first article* suggested the term  sacrarthro- 
genetic telalgia as being descriptive of the typical syn- 
drome of pain associated with lesions of the sacroiliac 
and lumbosacral articulations and their accessory liga- 
ments. It was shown that the commonly used term 
sciatica was ill chosen because the sciatic nerve prop- 
er is distributed to the posterior and lateral aspects 
of the leg and foot and does not supply the regions, 
such as the gluteal, the sacral, the posterior and lateral 
femoral, the inguinal and the genital, which are most 
commonly affected by the condition which goes by 
this name. 

The authors contend that pain in these regions is 
not caused by direct pressure or other irritating stim- 
uli applied to the sciatic nerve, the sacral plexus, or 
individual nerve roots, as a result for instance of 
spasm of the piriformis muscles, inflammation extend- 
ing from the sacroiliac point, or spondylolisthetic nar- 
rowing of the intervertebral foramina. Dissections 
of the innervation of the sacroiliac and lumbosacral 
joints revealed to these investigators that both joints 
have a “close central connection.” On the basis of 
Head’s law they reason that the origin for the re- 
ferred pain impulses may be found in intra-articular 
lesions of the lumbosacral and sacroiliac joints and 
their related ligaments. 


In the second article} the authors endeavored to 
show that abnormal movement between the sacrum 
and ilia resulting in strains of the joint and ligament- 
ous tension brought about the typical symptoms of 
sacrarthrogenetic telalgia. With the use of an in- 
clinometer, which is an instrument for measuring the 
angle which the plane of the floor makes with the 
projection of a straight line passing through the post- 





*Pitkin, H. C. and Pheasant, H. C.; Sacrarthrogenetic Telalgia 
I. A Study of Referred Pain., Jour. Bone and Joint Surg., 1936 (Jan.) 
28 :111-129. 

+Pitkin, H. C. and Pheasant, H. C.; If. A Study of Sacral Mo- 
bility. Tbid., 1936 (Apr.) 28:365-374. 
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erosuperior and anterosuperior spines of the iliac bone 
when the subject is in the standing position, they were 
able to determine the amount of innominate mobility 
that occurs about the sacrum in normal and patho- 
logical cases. 

The third articlet wiuich is being reviewed in this 
present editorial takes up a study of a so-called “al- 
ternating sciatic scoliosis.” It is based upon addi- 
tional statistical analyses of the 506 records used in 
the first article and describes the mechanism of the 
so-called “sacroiliac slips.” 

As we study this article we are impressed with 
the similarity of nomenclature as used by these au- 
thors in describing sacral lesions and the resulting 
scoliosis and that employed by osteopathic physicians. 
In fact, the description of the authors’ “iliac slips” is 
almost identical with that of “iliosacral lesions’ about 
which Dr. Fryette has been writing for over 20 years 
and which he again brings to the attention of the pro- 
fession in the article, “Some Reasons Why Sacroiliac 


Lesions Recur,” appearing in this issue of THE 


JOURNAL. 


The stimulus which led the authors to make the 
entire investigation reported in this series of articles 
was the discovery of a patient who, while standing, 
could voluntarily alternate his scoliosis by shifting the 
pelvis to the right or left. In this case the alternation 
was accompanied by pain and a springlike snap in the 
right sacroiliac joint. In the process of shifting from 
left to right, there were movements which the authors 
describe as follows: 


The patient placed his hands upon his hips and slow- 
ly forced the trunk toward the vertical position (right), 
at the same time forcing the pelvis toward the left. The 
rotation of the shoulder girdle and of the pelvis about the 
long axis of the trunk disappeared. As the upper spine 
reached the midline, the entire musculature of the back 
became boardlike in its rigidity; the right sacroischial 
ligaments became exquisitely tender; and the patient com- 
plained of pain in the right buttock and posterolateral 
thigh. As suddenly as when a spring is released, and 
just as the upper spine passed the midline, the curve of 
the lumbar spine was reversed, and the lumbar lordosis 
was decreased. Simultaneously, a deep, hollow pop 
was produced, the maximum intensity of which we lo- 
cated by palpation and by ausculation at the right pos- 
terior-superior iliac spine, and the patient complained 
momentarily of an exquisite pain that radiated from the 
right buttock and thigh to the calf and heel. The rota- 
tions of the shoulder girdle and of the pelvis, the lateral 
shift of the pelvis, and the inequality in the tension of 
the sacrospinalis muscles, all appeared in their new forms 
as the pressure of the hands was released and as the 
trunk settled down into the right list. 


Pathological mobility of the sacrum was demon- 
strated roentgenologically in this case. It was shown 
that when the spine was listed to the left the right 
side of the sacrum had moved downward (and back- 
ward) so that a line drawn through the center of the 
sacrum fell to the left of the symphysis pubis. When 
the spine was listed to the right, the right side of the 
sacrum had moved upward (and forward). The 
authors concluded that the two “sacroiliac slips” in 
this case were sufficient cause of the alternating 


+Pitkin, H. C. and Pheasant, H. C.: III. 
Scoliosis. Ibid., 1936 (Oct.) 28:706-71¢ 
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scoliosis and the pathology represented derangement 
in one type of normal sacroiliac motion—lateral bend- 
ing and rotation, “in which the sacrum fails to fol- 
low the motion of an ilium, but slips past it and locks 
both the sacrum and that ilium in an abnormal po- 
sition.” They classified these abnormalities as “‘iliac 
slips.” 

Continuing their investigations on other cases of 
sacrarthrogenetic telalgia they found another group of 
slips which they classified as “sacral slips” designat- 
ing them as “flexion slips” or “extension slips” de- 
pending upon whether they occur in flexion or ex- 
tension. According to the authors, “in sacral slips, 
one side of the sacrum travels with the contiguous 
ilium in the normal manner, but the joint becomes 
locked at one of the two extremes of normal motion.” 

Of the 506 cases in this series the investigators 
found that sacroiliac slips were present in 326 (64 
per cent). Of these 326 cases, 166 (51 per cent) 
showed unilateral or bilateral sacral slips; 85 (26 
per cent) showed a sacral slip in one joint and an 
iliac slip in the other joint, and 75 (23 per cent) 
showed unilateral or bilateral iliac slips. Three findings 
were common to every one of these 326 cases, namely, 
a history of sacrarthrogenetic telalgia, tenderness of 
the posterior sacroiliac or sacroischial ligaments, and 
lateral spinal scoliosis. 

The significance to the osteopathic profession of 
reports of this kind is two-fold: First, the so-called 
“old school” is making progress toward “solving,” in 
a slow but steady manner, the problems of body me- 
chanics, many of which have been solved already by 
the osteopathic school, but which have not had the 
advantages of the avenues of publicity so easily gained 
by the dominant school. Second, it behooves us of the 
osteopathic profession to look to our own hard-earned 
laurels. Instead of being regimented into “old school” 
medicine we must cling tenaciously to the tenets of 
Dr. Andrew Taylor Still and we must push farther 
into the relatively unexplored field of body mechan- 
ics as it relates to disease in order to keep the horde 
of so-called “regulars” from tramping on our heels. 

R.E.D. 





“IF YOU CANNOT, WHO CAN?” 


We sent a member an invitation to renew his 
membership in the American Osteopathic Association, 
and he answered calling attention to the fact that 
osteopathy is not recognized by the United States Em- 
ployes’ Compensation Commission. He said: “If you 
cannot do anything for us, who can?” He seemed to 
mean by this that his renewal would come in only if 
and when the United States Employees’ Compensa- 
tion Commission changed its rule. 


Perhaps there are others holding out on account 
of some one thing which has not been accomplished. 
Let them consider the question: “If you cannot do 
anything for us, who can?” The answer obviously is 
“Nobody.” The Association can do something for 
its members. It does do something for them every 
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day. Without it the profession comes to an end. 
Membership is a matter of self-preservation. 


In these recent troubled years our organizations 
have kept osteopathy from being completely swamped. 
Even if organization had done nothing except main- 
tain the status quo, that would have been a remarkable 
achievement in view of the terrific odds against which 
we have had to contend. But organization did far 
more than hold its place. 


There are twenty times as many M.D.’s as there 
are of us. They have for years been building deliber- 
ately into the public health picture, getting a doctor 
here and a doctor there into the bureaus and com- 
mittees in Washington—men who were not practicing 
medicine but who were imbued with the necessity of 
advancing the cause of allopathy and of the American 
Medical Association. They saw to it that certain 
things were done to bills in Congress and that the 
kind of rules and regulations which they wanted were 
made. They did similar things in the state capitals. 
We coasted blithely along and let things slide. 


At Des Moines, in 1929, a Public Relations Com- 
mittee was created to consist of the President of the 
American Osteopathic Association, its Executive Sec- 
retary, and another individual who was to be Chair- 
man, That year, as every one knows, things began to 
happen. The financial and economic structures of the 
world were shaken to their foundations. Professional 
men and organizations suffered in proportion with 
others. Our associations, divisional and national, have 
done remarkably well, in considerable part because 
the chairman chosen in that fateful time has worked 
from that day to this, as a labor of love. His leader- 
ship has been backed up by the carefully directed work 
of other officers of the Association. 


If this Committee had done nothing except to 
enable osteopathy to hold its own, it would have been 
well worth while, But it did far more than that. It 
secured a ruling from the Federal Emergency Relief 
Administration permitting the patients of osteopathic 
physicians to share in the benefits of the money ex- 
pended for health. It saw to it that there is included 
in the public health laws a provision that there shall 
be no discrimination against such schools of medicine 
as ours. These are only two examples out of a very 
large number of advance steps which have been taken. 


To take advantage of the benefits which this Com- 
mittee has secured, the divisional societies must work, 
and so must the district and local organizations and 
individual doctors. This Committee has spent many 
arduous hours telling the officers of the divisional so- 
cieties in detail exactly how vitally important co-oper- 
ative work should be done. Every state has had the 
advantage of its work, 


If the Committee goes on as it has started, and 
if it has the wholehearted backing of divisional so- 
cieties and individual members which is increasingly 
apparent day by day, it is only a question of time 
when our recognition by the United States Employes’ 
Compensation Commission will come about. Without 
the support of some thousands of persons, including 
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some like the delinquent member who seemed to con- 
dition his renewal upon that one point, it is a foregone 
conclusion that this highly desirable development never 
will take place. 


It is only a matter of days, now, until the books 
are closed on those whose membership expired with 
the fiscal year 1935-36. The percentage, and also 
the number, of delinquents is less than in previous 
years. But it is still too great. Let the reader of this 
come in—or if already in, bring in his neighbor. 





ETHICS—I 


A changing world seems to be bringing a new 
psychology in regard to all phases of living this life. 
In the professions, as elsewhere, unrest is rife, as 
evidenced by the interest of politicians in national, 
state, and local health matters. 


An analysis of the feasibility of “state medicine” 
will not be attempted here except to call attention to 
a recent report showing that in England the number 
of prescriptions written in 1935 was more than double 
that of the preceding year. This fact parallels the 
situation presented in the industrial accident field in 
this country. An arbitrary maximum charge for a 
given service automatically operates all too frequently 
to produce a “padded” report. The industrial sur- 
geon becomes the victim of a politically dictated “code” 
and turns in a bill for work which, as a privately em- 
ployed surgeon, he would have completed equally as 
skillfully with far less attention recorded, and pos- 
sibly even less expense associated. 


Recently while visiting the General Manager of 
a large eastern steel plant we found a full-time sur- 
geon, a half-time assistant and two nurses, all well 
paid, caring for some 3,000 employees at less than 
half the annual average cost in preceding years of ap- 
proximately equal production pressure. 


The osteopathic physician is hardly deeply enough 
involved in industrial or compensation practice to com- 
pare his procedures with those in the allopathic school ; 
but we are wondering whether, if he, too, were limited 
by a per visit plus dressings charge ruling, he would 
treat twice, or even once, daily, an acute case which 
might better be handled by a strict adherence to the 
Old Doctor’s dictum, “Find -it, fix it and leave it 
alone.” 


Technically, he would thus boost his returns, at 
the expense of self respect and possibly loss of stand- 
ing among his fellows who would know the reason 
for so frequently seeing the patient. Ethically, he 
would be subject to scrutiny by his Peers; fortunately 
for those doing industrial work he has no or few peers 
in the political set-up, and so may gradually drift into 
the habit of routine service. 


Personally, we believe the osteopathic physician 
is in an enviable position to mix ethics with his service 
to a degree that is not so available to the M.D., for his 
essentially personal and intimate contact with patients 
during treatment often builds a closer personal ap- 
proach than would be likely to follow the writing of 
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prescriptions or “treating” of patients via physiother- 
apy equipment and technicians. 

We feel that it is best so, for people today are 
asking for and demanding reasons. We believe that, 
with proper. reservations, one may take the average 
patient into his confidence. A thorough lay under- 
standing of medical problems is not apart from good 
psychology, and usually, when a frank and free dis- 
cussion is not advisable, some member of the family 
may (and should) be completely and frankly informed. 


Does this violate in any manner the ethics pre- 
scribed by our “Blue Book”? We feel not. We do, 
however, feel that a deviation from ethical standards 
may most easily creep in if we, as osteopathic special- 
ists, permit dictation as to fee schedules, and that this 
deviation is almost entirely a loss of personally cher- 
ished ethical ideals. 


All state industrial schedules provide for devia- 
tion from fee schedules for “unusual or special serv- 
ice.” We certainly provide that very service—reduce 
loss of time and compensation “spread” and thus 
bring, in the long run, economical rehabilitation, when 
surveyed from the standpoint of time loss or medical 
care expense. 


Be ethical when no one is looking—be ethical 
within yourself, and insist that your service merits 
compensation as an exceptional or unusual service. 
You will thus elevate the osteopathic physician in the 
eyes of those who scrutinize reports and eventually 
come to a proper place in the scheme of industrial 
medicine. 

Epwarp B. Jones, D. O. 


PREPROFESSIONAL REQUIREMENTS 


On page 93 of THe JourNaAL for October there 
was published a table for the purpose of summing 
up the regulations concerning preprofessional educa- 


tion at all of the approved colleges of osteopathy. It 
was as follows: 








One Year Two Years 
Effective Effective 
Chicago College of Osteopathy. 1938 
Des Moines Still College of Osteopathy 
and Surgery : 1940 
Kansas City College of Osteopathy and 
_. Surgery . 1938 
Kirksville College of Osteopathy and 
ID ce ee 
College of Osteopathic Physicians and 
_Surgeons (Los Angeles)... sities 1936 
Philadelphia College of Osteopathy... 1936 1937 


It is pointed out that this is misleading in that 
it makes it appear that the Philadelphia College of 
Osteopathy put its one year college requirement in 
force in 1936, whereas it actually went into effect in 
1934. The College of Osteopathic Physicians and 
Surgeons also has been requiring college work as a 
prerequisite for matriculation. 


The table was not intended to give a history of 
preosteopathic college requirements. Other colleges 
have had such requirements at one time or another. 
This table was intended merely to show what condi- 
tions are now and for the future. 














CONSUMERS’ RESEARCH 


“A fact is a fact no matter how ill-tempered its 
presentation,” explains Consumers’ Research Bulletin 
for October, in a belated follow-up of the totally mis- 
leading and well-nigh libelous article which appeared 
in its April number, which was commented upon in 
this JourNAL for June. “In fairness to ourselves, 
our subscribers, and the osteopathic profession,” The 
Bulletin goes on, “as well as in keeping with one of 
C. R.’s basic principles, we call attention to the fol- 
lowing errors...” 

This is followed by eleven numbered paragraphs, 
a goodly proportion of which deal with comparatively 
inconsequential points such as the birthplace of Dr. 
Still; the state where Dr. Still first announced osteo- 
pathy; that THe JourNnat is monthly instead of 
weekly ; that the American School of Osteopathy was 
chartered in 1892 instead of in 1894, etc. 

No reference is made to the statement by Con- 
sumers’ Research that more money is spent on irregu- 
lar medical practitioners in the United States than 
“all the moneys spent for the prevention and control 
of disease,” though the Committee on Costs of Med- 
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ical Care estimates it at “about 12 per cent of the 
total annually expended for the services of physicians” 
—evidently not including the many additional millions 
otherwise spent “for the prevention and control of 
disease.” 

“A fact is a fact,” but in this pretended correction 
no notice is taken of Luttinger’s false statements con- 
cerning the circumstances of the beginning of os- 
teopathy, the principles and practice of osteopathy, its 
present status in England, and other important and in 
some cases vital matters. 

In short this pretended 
an obviously shallow and hypocritical gesture of fair- 
It may be convincing enough to thousands of 
uninformed readers of The Bulletin, but to those who 
know the facts, it is confirmation (where no confirma- 
tion is needed) that Consumers’ Research evidences no 
desire or inclination to provide its subscribers with 
the truth concerning osteopathy. The thing it pub- 
lished, reeking with falsehood and innuendo, is the 
thing it will stand by. It is to be hoped that this 
farcical “correction of errors” will not do what it was 
intended to do—confirm the readers of Dr. Luttinger’s 
canard in the belief that it is the truth. 


“correction of errors” is 


ness. 


Article 


Coming ! !—or—Going! ! 


G. W. Woopszury, D.O. 
Alhambra, Calif. 


A recent “Exposition” in one of our modern 
centers of civilization was optimistically, ironically, 
or facetiously denominated “A Century of Prog- 
ress.” 

While there may have been advancement along 
some lines of mechanical endeavor during the past 
century, it is painfully obvious that humanistic and 
cultural values have travelled far—din quite an 
opposite direction. 

Many high ideals that flowered into master- 
pieces of literature, art, music, and constructive 
science, in some former generation, have long since 
disappeared; or have been replaced by dilettante 
substitutes, sired by greed for popular acclaim, 
commercial acquisition, or primal urge for beastly 
conflict. 

Lowering standards of excellence, in discovery 
and achievement, have affected markedly the char- 
acter and conduct of all mankind. The slogans of 
the day extol the values of wealth, expansion, sub- 
jection, and destruction. Only rarely do such ex- 
pressions as charity, brotherhood, privilege, and 
opportunity, have other than an empty meaning. 

It might be interesting to follow these con- 
clusions through many avenues of human endeavor ; 
but for illustrative purposes—the field of thera- 
peutics will suffice. Here has been found a fertile 
soil for adventures in exhaustive research, original 
discovery, unselfish philanthropy, and inventive 
genius. And here, also, is portrayed evolving proof 
of evidential fallacies which follow in the wake of 
all mistaken reasoning. 


Much that is worth-while, very much that is 
enduring and vitally important to the human race, 
has been attempted and accomplished by pioneer- 
ing devotees of medicine and surgery. It is, indeed, 
a far cry from early dependence on dessicated 
blood, smoke-cured internal organs, and dust- 
ground bones of lizards, toads, and scaly dragons, 
to the ready acceptance and use of modern sera, 
mineral and vegetable specifics, and glandular ex- 
tractives. 

Men of high ideals and rich experiences have 
graced the honor rolls of this profession, and sought 
to change the trends and attitudes of their contem- 
poraries. Slow but steady progress has marked 
all efforts to break away from hidebound super- 
stitution, and found a therapy based on results of 
enlightened reason and rightful freedom of investi- 
gation. To effect this purpose—Koch, Harvey, 
Galen, Lister, Crile, Carrel, Erb, and Osler made 
frequent contributions to a growing store of use- 
ful and enduring knowledge. This has been sup- 
plemented, from time to time, by many other ex- 
perts in the art of research and discovery. 


But today, except in isolated instances or under 
extreme conditions of epidemic or plague emer- 
gency, the traversing of new fields of thought or 
the exertion of new effort to discover therapeutic 
values and perpetuate their usefulness is becoming 
a rapidly disappearing factor in the practical pro- 
fession of scientific healing. 

Diagnosis and prescription writing used to be 
fine and essential arts—well known and widely uti- 
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lized by all true disciples of Hippocrates and Aescu- 
lapius. But the growing acceptance and general use 
of manufactured pharmaceutical preparations; the 
ilmost slavish dependence on, and subservience to, 
established commercialized laboratory procedures, 
ind a too-ready access to specialists in every 
branch of surgery and therapeutics, has dulled the 
edge of desire to engage in original research, and 
killed the urge to embark on voyages of adven- 
ture, which might result in further need for investi- 
gation and discovery. 

The waning flair for progressive therapeutic 
advancement, however, has not lessened the in- 
clination or destroyed the allegiance of medical men 
to the ancient political hierarchy of their caste. 
No threatening rivalries are tolerated within the 
ranks of the duly “recognized”; nor is any means 
of discomfiture that will encourage opposition to, 
yr disposal of, extraneous pretenders overlooked, 
yr intentionally neglected. The strength of their 
professional organizations is proverbial; and the 
extent and power of their aggressive lobbying is 
immeasurable. 

Thus is explained the otherwise strange phe- 
nomenon of the present-day debasement of a once 
truly great art or science to the level of a banded 
political oligarchy, strong in numbers and ruthless 
in methods of operation and achievement. 

Fortunately, or maybe unfortunately so far as 
ultimate security is concerned, the twin elements of 
“fire and fury” are not constructive forces. Many 
promised gains to the medical profession have here- 
tofore been decimated by disagreement and dissen- 
sion, both within the ranks and against the claims 
of so-called heretical and irresponsible outsiders. 
This has always been a strong deterrent to suc- 
cessful progress. 

Whether this dimming zeal for progressive 
movement toward therapeutic perfectional purity 
is wholly due to lessened pioneering ardor; or is, 
in part, determined by too long adherence to tradi- 
tional rites and hoary symbols; or is a _ resultant 
corollary of misplaced confidence in political alli- 
ances; or is the natural result of internal dissen- 
tions or bickerings with ever growing rivals; the 
field of medicine is experiencing the aftermath that 
always follows the events and happenings of a 
regressive cycle. 

It was largely owing to the spirit of vicious 
intolerance on the part of the medical profession 
toward any dissenting opinion; plus a professional 
inertia which had developed to the point where 
recognition and acceptance of new discoveries was 
frowned upon; with the fact that improvements 
in remedies, methods, and treatments were not 
accepted, or not tolerated, that osteopathy came 
into being, as a separate branch of the art of heal- 
ing. Its founder was a practitioner in the so-called 
“regular” school, versed in the principles and skilled 
in the methods and practices of the strictly ortho- 
dox school of therapy. 


In him, however, the spirit of inquiry and 
investigation had not yet died. His discovery of 
the importance and use of mechanical adjustment 
in relation to the functions and welfare of the human 
body was a contribution which should have been 
heralded and utilized within the ranks of his own 
professional brotherhood; and probably would 
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have been if the early spirit of pioneering after 
truth had not long since fled from that moldering 
body of ancient dogmatism. 


From the very nature of the case, the heretical 
upstart who. first suggested osteopathy must be 
severely disciplined for his rashness. In presuming 
that wisdom was not the sole prerogative of the 
priests and prophets of the established art of 
healing, he had profaned the temple and defiled 
the sanctuary. Therefore he was literally cast 
out of the allopathic synagogue as one who had 
become unfit to share further in its rights and 
privileges, or to profit further by its mystic heritage of 
hoary shibboleths and archaic symbols. 

None could have guessed the implications to 
be born of this forced separation of an inde- 
pendent thinker from the sheltering household of 
long-accepted and well-established purveyors of 
historical tradition. No one would have dared pre- 
dict the ultimate rise of a discredited dissenter to 
a place of recognition and deserved influence equal 
to the highest of his chief antagonists. Yet this 
did come to pass, and the new profession which 
he fostered, born of obliquity and travail, and 
reared in calumny and persecution, rose to heights 
of prestige, usefulness, and latent power perhaps 
undreamed of by its founder—and wholly foreign 
to the plans and wishes of his persecutors. 


Any institution that can shake off the rough 
habiliments of pioneer expediency and in less 
than half-a-century, command a nation-wide ac- 
ceptance of its worthfulness and utility, demands 
consideration, respect, and at least a fair measure 
of loyal support and fealty. Such was the early 
history of osteopathy. Its progress from the log- 
cabin period of its small beginning, to its possession 
and use of modern colleges, hospitals, group-clinics, 
and well-organized associations for professional ad- 
vancement and solidarity, was a triumphant series 
of successes; until it reached proportions that chal- 
lenged the stability of its foster-parent—the dom- 
inating oligarchy of allopathy. 


In the early days of competition, when rivalry 
is sporadic and inconsiderable, the older and more 
powerful institutions may pay but scant attention 
to the growing struggles of young and interloping 
meddlers. But when some pioneer, more hardy and 
persistent than the common horde, becomes pow- 
erful enough to encroach upon preserves and 
profits, long held sacred; then—the hammer and 
anvil chorus of carping criticism is given free and 
generous audition; the old steam roller of unre- 
stricted detrimental propaganda is set in high gear; 
and all the paraphernalia of bitter warfare is 
gathered up and set in motion, for no other purpose 
than opposition and decimation. 


Even so has it come to pass in the world of 
rival therapeutics. Allopathy with its power, 
wealth, and sociolegal weight of prestige has been, 
and is, campaigning ruthlessly against further 
development and encroachment of osteopathic 
accomplishments and interests. Sabotage, chican- 
ery, ridicule, and utter falsehood, have been united 
in an effort to discredit and discourage the youth- 
ful challenger for recognition and emolument. 
Legal enactments have been easily obtained which, 
if not opposed, will cripple and harass all efforts 
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toward successful advancement and achievement. 
One by one the avenues of future public service 
are being closed, or blocked, sometimes by force, 
sometimes by threat, sometimes by thinly veiled, 
but nonetheless effective crudities of Machiavellian 
sophistry. 


Had the young profession remained steadfast 
in its early adherence to first principles and fought 
with more aggressive energy for a proportionate 
share of equal rights and therapeutic privileges, 
the story of osteopathy would present far more 
heroic reading, and give its devotees the promise 
of a brighter hope for something more than a 
possible Quixotic ending. But it did not stand 
firm! A tendency toward imitation, compromise, 
acquiescence, submitting, yielding, replaced the 
instinct for self-preservation, and the practice of 
self-perpetuation, which should characterize the 
efforts of all aspiring competitors of existing 
institutions. The pioneering habit of seeking other 
outlets, when old fields become constricted, was 
too strongly inbred in this new group. And the 
older strategists who opposed them, were wise 
enough to play upon this weakness. 


The heritage of history cannot be eradicated 
successfully. With departure from a set of stand- 
ards, something of firmness and stability is always 
lost. The sturdy youthfulness of osteopathy was 
oft assailed by crafty wiles, and open declarations 
of organized hostility. Had it conserved its early 
zeal and fought for untrammelled recognition of 
its right to function, it could have risen to the 
heights of dominance now held by the long-estab- 
lished oligarchic hierarchy. By choice, or destiny, 
its policy has tended toward too much concession 
and withdrawal. 


Constant united effort to perpetuate a newer, 
better type of therapy should have yielded more 
promising results than fifty years of professional 
endeavor now have to offer. Alert insistance on 
equal opportunities, and persistent fighting for 
equal rights to unlimited practice, would have 
given the lie to unchallenged published rumors of 
inadequacy and inefficiency, and brought continued 
and deserved public recognition to this worth- 
while school of distinctive and valued therapy. 


We now present to the world, however, the 
truly deplorable spectacle of a capable profession, 
hemmed in by galling bonds and restrictions; sub- 
jected to rules and legal regulations regarding the 
privilege and right to practice; and, apparently, 
making no great headway against the growing 
wall of opposition which will shut us out of public 
participation or professional standing in the com- 
ing disposition of governmental subsidies, incident 
to the completion of pending sociomedical-practice 
legislation. 


No school of healing, with the record of accom- 
plishment and successful achievement that has 
previously been shown by osteopathy, should be 
forced to bow in submission to the entrenched 
authority of a competing branch of therapeutics. 
Our profession should have long since won its 
battles for unmixed examining boards in every 
state in the Union; its right to share in the privi- 
leges and practices of socialized medicine; its 
proportionate participation in affairs connected with 





Journal A.O.A. 
November, 1936 


industrial accident and insurance examining bodies, 
and an equality of privilege in connection with 
Army, Navy, and other avenues of Governmental 
service. It should also, long ago, have settled or 
determined its own right to accept or reject the 
basic science strictures and other matters relating 
to educational requirements, all of which the oppo- 
sition has been attempting to legalize, in an ex- 
cathedra style of dominance. 


Quite to the contrary, it has consistently 
demonstrated the usual evidences of a decadent 
pioneering spirit by withdrawing here, compromis- 
ing there, and closely approximating an inferiority 
feeling everywhere. The time has now arrived 
when escape by hiding-out in new frontiers is out of 
the question. Even the opportunities for doing 
so have narrowed down, if not departed. Whether 
we are slipping or crawling, coming or going, may 
be determined soon by forces quite beyond our con- 
trol or comprehension. 

When opposing forces have driven their quarry 
into the last small corner, the possesion of evi- 
dential Truth, Reason, Worth, or other values 
may avail but little. To fight is then the only 
means of successful egress or survival. Compro- 
mise and acquiescence can only mean further dis- 
comfiture and disillusionment. If there is, or was, 
any virtue in the attitudes and habits of our early 
founders, it should now be evoked and utilized. But 
if, by successive acts of separation from realities, 
or by continual dodging of impending conflicts, the 
spirit of aggression has too long slumbered or has 
now departed, then, indeed, is the case most 
serious and the cause most desperate. At all events 
it would be to the advantage of osteopathy, as 
well as a salutary gesture to its vigorous oppo- 
nents, if the profession could—or would—stage a 
revival of interest in first principles and effect a 
recrudescence of the fighting instinct for self- 
preservation which carried the movement to its 
earliest victories. 


Perhaps too much has been expected from this 
modern aftermath of therapeutic pioneering. As a 
general rule the second crop is a little weaker, or 
poorer, than the original crop, or the first harvest- 
ing. But on the other hand the soil of opportunity 
is forever the same and the elements of abundant 
promise have never withheld their contribution of 
incentives toward development and progress. Hence 
the failure, if such there be, to bring this movement 
to an enduring ripe fruition must be charged to 
our own lack of foresight, energy, or zeal in cul- 
tivation of a fertile field; to our own indifferent 
fighting against destructive pests; to our own will- 
ingness to recognize the encroachments of dis- 
turbing factors, and to our own ostrich attitude 
against the oft repeated call to arms which those 
who knew the need for preparation have clearly 
sounded. 


In view of all the forces now arrayed against 
the conservation of our once glorious heritage, 
what can be done to save the remnant of thera- 
peutic place and prestige we may still possess? 
How may the will to recover ground once lost be 
recaptured and be transposed to action? What 
defenses must be raised against recurrences of 
devastating onslaughts, that must still be faced? 
These are but few of the many questions now 
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awaiting answers, and responses must not be too 
long delayed by our profession. 


The world, today, is facing its dilemmas by 
placing more reliance upon the brain, and blood, 
and faith of youth. Recruiting armies from the 
cradle is being tried as insurance against hostile 
incursions, and destructive forays. This is a cue, 
or clue, which deserves consideration as we attempt 
to solve our present problems. The former cry— 
“Youth Must Be Served”, has given place to an 
insistent demand that—‘“Youth Must Be Trained 
to Serve.” Means, methods, and uses of educa- 
tional facilities for training youthful armies of 
prospective standard bearers are determining fac- 
tors of success or failure in any movement or 
institution. 





The osteopathic profession, contrary to pub- 
lished reports of mercenary and biased inspectors 
and alien investigators, has a fair quota of re- 
spected and respectable scholastic institutions. All 
of its schools are staffed by capable, devoted 
executives and teaching faculties, and are furnished 
with adequate supplies of modern and _ usable 
equipment for instruction and experience. A recent 
trend toward stiffening preliminary requirements* 
for admission to its colleges, by considering only 
candidates of one-, and in some instances of two- 
year college rating, is the most significant of any 
comparable educational movement. Advancement 
to still higher training levels will result in the 
correction of one great weakness, shared alike by 
all professional and technical institutions, namely, 
the attempt to build a highly specialized educa- 
tional structure upon a very shallow and incomplete 
scholastic preparation or foundation. 


A college trained student body, versed in the 
art of utilizing tools of thought and reason, can 
far more readily evaluate the worth of professional 
research and investigation. It is also more sus- 
ceptible to the claims and implications of business, 
social, ethical, and legal relationships; which, here- 
tofore, have been disregarded, or sadly neglected, 
by individuals who have lacked preliminary classical 
education. 


The broadening of intellectual and social vision, 
assured by possibilities of acquiring additional 
recruits with deeper, richer, and better training, 
will stabilize the attitude and enrich the function 
of our whole profession. It will make easier the 
enlistment of graduate group memberships in our 
associations: It will quicken the ambition of our 
association leaders, to demand a respectful public 
recognition of our professional attainments and 
achievements: It will enable us to insist upon se- 
curing legal rights and privileges of representation 
in fields of service where worthful merit should 
be the determining selective factor: It will dignify 
and emphasize all our claims to social and com- 
munal prestige; which, in the past, have frankly 
lacked a defendable, or factual basis: It will deflate 
the bombast of hireling critics and enemy investi- 
gators; and destroy the strongest weapon of our 





*Since this paper was written, further increases in preliminary 
requirements have been announced by some of the colleges. S 


See 
editorial pages in this issue of Tue Journat. 
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antagonistic competitors, who have persistently 
harped upon our crudity, “inadequacy”, and im- 
proper training. 

The leavening influence of collegiate training 
upon the coming graduates of our more technical 
institutions will evolve a professional personnel 
more likely to be sympathetic to demands and 
interests of communal life and social welfare. The 
reputational status of a trained physician is not 
alone a matter of technical skill, or operative ex- 
perience. It is a factor quite as often measured 
or determined by his association, participation, 
and contribution, with and to, the events and hap- 
penings of his community. There is no good reason 
why an osteopathic physician should not be an 
influential power—if not a leader—in the local life 
and policies of church, school, lodge, club, and 
political party. As a matter of fact, our general 
tendency toward withdrawal from such important 
interests is often a regrettable and destructive 
boomerang. 


Above all other values attainable in the “classi- 
cal” college and carried over into active life, the 
trait of personal and institutional loyalty is the 
most enduring, and of highest import. It far 
transcends the spirit of commercialism, which 
technical institutions are so prone to inculcate and 
foster. Future enrollment in osteopathic schools, of 
college trained enthusiasts who know the power 
and pull of strong devotion, may be the turning 
point in the character and functioning of the whole 
profession. What a different story may sometime 
be written, than can now be told, of associational 
life and its accompanying activities; when our 
leaders of legislative, educational, ethical, and all 
other sectional departments of organized profes- 
sional interest can be assured of intelligent, rea- 
sonable, and loyal support; in addition to an active, 
sympathetic understanding of specific aims, and 
general problems. 


All in all—in the midst of strife and struggle 
to establish and maintain the worth and dignity 
of osteopathic position, prestige, right, and power— 
the educational advances now being made and con- 
templated in connection with our hospitals and 
colleges, furnish by far the brightest rays of in- 
spiration, hope, and possibilities of future progress. 
If to these efforts, there can be brought to bear 
some more concerted action on the part of national, 
divisional, local, and individual members of the 
profession, looking toward the further endowment, 
enlargement, and improvement of our clinical and 
educational facilities and equipment, it will go far 
toward recouping heavy losses and repairing wide- 
spread breaches in the defensive armor we are 
forced to carry. It would also furnish at least a 
rallying point from which we could advance our 
drooping standards to positions of strategic and 
assured advantage; where, with recurrent solid 
phalanxes of fresh recruits, intelligent and power- 
ful resistance could be offered to all opposing and 
destructive forces. 


702 Dos Robles Place 
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BUREAU OF HOSPITALS 
EDGAR O. HOLDEN 
Chairman 
Philadelphia 


ANENT APPROVAL OF HOSPITALS 


In THe JourNAL or THE A. O. A., for September, 1936, 
on page 51 appears the report of the Bureau of Hospitals 
and the Committee on Hospital Inspection under the Chair- 
manship of Dr. Edgar O. Holden of Philadelphia. In the 
second column of that report, there is published a list of the 
institutions examined by a combined group of representatives 
of the Bureau of Hospitals of this Association and repre- 
sentatives of the American College of Osteopathic Surgeons. 
That list of institutions is followed by a recommendation 
which the Board of Trustees and the House of Delegates of 
the Association approved. The recommendation is couched 
in such language as to be fairly easily misunderstood. 


The recommendation does not indicate that the hospitals 
listed immediately above it have been approved. They have 
heen merely examined and the report thereon turned in to the 
proper authorities. Within the succeeding weeks the Bureau 
of Hospitals and its collaborators in the American College of 
Osteopathic Surgeons will recommend to the Board of Trus- 
tees of the A. O. A. certain hospitals for approval as insti- 
tutions properly training interns. Inasmuch as the Association 
has become the approval body under the headings of many 
state laws governing the practice of osteopathy, or upon the 
basis of rulings of various groups of state boards of examin- 
ers, the Executive Committee of this Association, acting on 
behalf of the Board of Trustees, will consider the report at its 
meeting probably late in December of 1936 or early in January 
of 1937, after which the approved list will be published. 


Certain standards for such hospitals have been set up 
by the Association and copies of those standards have been 
provided to various osteopathic hospitals in the United 
States. 
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INDUSTRIAL CONFERENCES BEING PLANNED 


District conferences are being planned in many sections 
of the country to acquaint corporation executives and insur- 
ance representatives with the value of osteopathy in the treat- 
ment of industrial injuries. The success of such conferences 
will depend upon the thoroughness with which material is 
selected for presentation, and the choice of speakers who are 
able to present facts in an interesting and intelligent manner. 
It is important that pertinent articles on low back injuries be 
obtained by those holding such conferences. Suggestions will 
be supplied by this Bureau as to the available literature. 
Statistical information on reported cases may be obtained 
through Dr. J. J. McCormack, 720 New York avenue, She- 
boygan, Wis., and speakers may be selected from local 
physicians, or in case of larger divisional meetings, outside 
talent may be secured. 


There are many requests for x-ray views, as well as case 
histories, which will portray the exact types of disability 
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which may be covered generally by our statistics. This 
Bureau urges that individuals or clinic groups who possess 
such films and records advise the undersigned, who is the 
secretary, so that arrangements may be made for photographic 
duplication in a form suitable for ready display. Original 
films will be returned to their owners. It is apparent that 
the small number of these cases recorded by a single indi- 
vidual could be duplicated and made available to other group 
conferences. 


Dr. McCormack still continues his request for statistical 
information. This Bureau requests carbon copies with dates 
and facts concerning any controversy between an individual 
osteopathic physician and surgeon and either insurance com- 
panies or employers. Aid and advice will be given so that 
controversial matters may be settled satisfactorily through the 
experience gained from action taken in various parts of the 
country. 


Water E. Battey, 
245 Frisco Bldg., 
St. Louis, Mo 


INDUSTRIAL COMPENSATION PRACTICE 
The amended New York Compensation 
been in effect since May 1, 1936. It permits the working- 
man a freedom of choice of physician, providing he 
chooses one who has been “authorized” by the Depart- 
ment of Labor. I understand most osteopathic physi- 
cians in New York state are authorized. The law also 
gives the workingman the privilege of changing physi- 
cians if he is dissatisfied with the treatment he is receiv- 
ing. 


Law has 


Compensation laws 
giving the workingman 
compensation in 


were passed with the object of 

protection, medical care, and 
cases of injury while working. The 
privilege of selecting his own physician, which the New 
York law gives him, does away with the insurance con- 
tract doctor, and company doctor, who do not function 
to the best interest of the injured workman. The injus- 
tice of the contract doctor is well-known and does not 
have to be discussed here. 


The following paragraphs written by Dr. C. M. 
3ancroft, chairman of the Compensation Law Board of 
New York, have been selected from the September issue 
of The Blotter, the news bulletin of the New York Osteo- 
pathic Society. They are very appropriate and worth 
passing on to the profession. They are profitable sugges- 
tions and advice that will benefit those accepting in- 
dustrial work. Read them several times so that you are 
familiar with them. 


“Ever hear of a strained ankle? Why say ‘strained 
back’? It seems most difficult to make the term ‘sprained 
back’ palatable, but sprained ankle is a very common 
description that is satisfying and covers varying pathology. 
A back with multiple articulations and greater area in- 
volved can, then, be satisfyingly termed ‘sprained.’ It 
is a very safe designation when there is a controversy. 
Sacroiliac, lumbosacral, and other ‘lesions’ of the lumbar 
area cannot be proven beyond argument by the x-ray or 
by consensus; on the contrary it is difficult to disprove 
‘sprained back’ for the burden is on the other fellow. 


“The carriers cannot be blamed for everything; 
doctors occasionally seem to lack judgment. A woman 
physician transferred a case to a physician of the op- 
posite sex because she was not strong enough to ad- 
minister the indicated osteopathic manipulation. That 
certainly was honest but the reaction was somewhat 
delayed—her bill was $70.00. It should not take that long 
to determine a point so elementary. 


“Osteopathic nomenclature is distinctive, different, 
and some of the involved descriptions of findings in a 
low back case would scare a layman to death. Actually 
it has made insurance carriers fearful of the risk. Carried 
to great length it result 


may in intimidating the em- 




















Volume 36 DEPARTMENT OF 
Number 3 
ployer and will result in the loss of business for the 
doctor. 


“An extra and particular fee is allowed for osteo- 
pathic manipulation and if that is the treatment you 
render it must be so stated on your blanks and so 
itemized on your bills. ‘Treatment,’ ‘Services Rendered, 

is not correct. 


or ‘For Professional Services’ 


“Be sure that the injured workman reports his ac- 
cident to the employer. 


“There should be a drastic change in habits and 
methods when caring for an injured workman, perhaps 
a change in viewpoint. The object of your efforts is to 
restore health to an injured part—not to maintain it. A 
case in point is one that was under treatment 247 days 
although there were but 32 office visits at a total cost of 
$96.00. This is all wrong for our records as well as for 
our relations with insurance carriers. Compensation cases 
are accident cases; they are acute conditions, not chronic 
complaints. There is something to be fixed—not ‘treated’. 
The object of the law is to get the injured workman back 
to his job in the shortest space of time and at the least 
cost, and any other object on our part is suicide. 

“Getting the injured workman back to his regular 
employment is of prime importance; extra visits are not 
of moment as they may be in private practice. See the 
injured workman as frequently as necessary but get him 
back to work. Carriers will be lenient about charges if 
there is no loss of employment. 


“When osteopathic manipulation is administered you 
are entitled to an extra fee as a specialist, a fee higher 
than is given the general practitioner of medicine for 
office and house visits. Not every case which comes to 
you under the compensation act will need osteopathic 
manipulation; it will not be indicated. The carriers will 
controvert cases when they think you have used osteo- 
pathic manipulation inadvisedly and the burden of proof 
will rest solely upon your individual shoulders; you must 


prove the need of your therapy whatever it may be. 
Chis is a warning to which you will do well to give 
serious consideration. 

“When you prescribe and furnish an appliance it 


means that you have paid for it yourself and have money 
invested. When the case is discharged and the bill 
rendered it may happen that there will be controversy, 
that the referee will deny causal relationship so that none 
of the bill will be paid and that would mean loss of in- 
vested money as well as effort and fees. 

“Billheads and statements used by osteopathic physi- 
cians leave much to be desired. Ordinarily they are sent 
to patients and have been restricted in size to accom- 
modate only a line or two, or they have been printed to 
read ‘For services rendered,’ or ‘For professional serv- 
ices, with no space for itemizing. When a bill is ren- 
dered in a compensation case it is a different transaction 
and must be itemized to the extent that dates must be 
listed as well as the rate per visit. Where osteopathic 
manipulation is administered, it must be so stated with 
the dates (for that is not the only thing you may do), 
and the same applies for adhesive strapping, etc. Many 
doctors do not seem to know what an itemized bill is 
and it would be well to learn. They demand items from 
the grocer, so it is not unreasonable for them to furnish 
items. 

“One safe and saving rule is to keep two carbon 
copies of everything pertaining to compensation cases; 
then you have exact copies and not ones that are ap- 
proximate. When there is a controversy and the evidence 
you furnish is not a carbon copy there is no certainty that 
it is an exact copy and some small difference may make 
large trouble. The date on the bill must be the exact 
date of the first time the bill was rendered if you wish 
to take advantage of the 30-day clause in the law. Buy 
some carbon paper, use it, and save trouble for everyone 
concerned. 
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“Always there has been a pride in keeping a case 
ambulant, some of which may have been due to the de- 
sire to keep a workman earning money. The compensa- 
tion law provides money for the injured workman when 
he is not working and that should change the older 
aspect. In some instances it might be well to keep the 
patient at rest so that you may satisfy the greatest need 
—to get the man back to his regular work in the shortest 
space of time and at the least financial cost. 


“Be sure to ascertain whether the injured workman 
has been to a preceding physician. 

“Over 350,000 accident cases are reported to the 
department each year, It is not strange that your one 
case may not be adjusted speedily. August is the vaca- 
tion month for the compensation division which is an 
additional reason for some delays. 


“The necessity of filing correspondence and billheads 
in connection with cases where there is controversy 
gives birth to the hope that Santa Claus will bring all 
authorized physicians a supply of regular 8%x11 busi- 
ness stationery, and billheads at least as large as a 
calling card. The fancy-sized sheets do not lend them- 
selves to business usages, and create a problem. The 
question continually arises, why does a doctor use sta- 
tionery of social size and character for business pur- 
poses? He is in business and no one else does such a 
thing. It must be that the printers sell the odd sizes to 
the victim so that he will also have to buy envelopes— 
the stamped envelopes from the post office do not lend 
themselves to the odd sizes devised by the printers. 

“Please write on only one side of a sheet of paper. 

“In one instance only has this board refused to at- 
tempt to adjust the differences between the attending 
physician and the carrier. The blanks were so poorly 
prepared, there were so many errors of omission and 
commission, that it was not practical to attempt to un- 
tangle the confusion months after the man was. injured. 
The result had been disastrous for the workman as he 
was black-listed by the employers and had an _ uncor- 
rected disability for which he would not be compensated. 
There ts a responsibility in filling out blanks, there is a 
value in consulting this board early. 

“Doctors are ordinarily responsible only to them- 
selves and to their patients; the latter are not therapeu- 
tically informed, and careless statements can be made 
with impunity. Compensation cases are different; there 
is a responsibility to state machinery, some parts of 
which are not therapeutically ignorant so that care must 
be exercised in any statements made. This may account 
for some of the irritation when rules have to be obeyed 
and each word is checked. It is not what you mean; it 
is what you say, 

“When you send your bill to the employer, enclose 
a letter asking him to forward it promptly to his insur- 
ance carrier. Many times the employer neglects to do 
this and it accounts for the delay in paying the bill. The 
carrier has 30 days after he receives the bill before it is 
payable as rendered and beyond controversy. 

“(Signed) C. M. Bancrort, Chairman, 
Compensation Law Board.” 





The Role of the Nervous System 

The causative role of the nervous system is being 
more and more emphasized. In animals, experimental 
injury of the celiac axis or of the splanchnics supplying 
the stomach is known to produce ulcerative lesions 
exactly analogous to ulcers in man. Usually, however, 
not organic disease but a functional disturbance of the 
nerves seems to play a role in ulcer; lack of balance 
between vagus and sympathetic, and functional irregu- 
larities of the trophic nerves of the stomach some 
observers insist that the lesions are commonly associated 
with a certain type of body form—the orthotonic!— 
Cecil’s “Textbook of Medicine,” Ed. 3, page 724. 
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BUREAU OF PUBLIC HEALTH AND EDUCATION 
FRANK F. JONES 
Chairman 
Macon, Ga. 


ATTENTION—OFFICERS OF OSTEOPATHIC SOCIETIES 


If you are a president, a secretary or the chairman ofa 
committee on public health and education in your state, 
city or district osteopathic society, please send me, on a 
postcard, your name and address, indicating the office you 
hold and when your term of office expires. 

Many societies hold Fall meetings, or early Spring 
meetings and it is the desire of the Bureau to put certain 
information in your hands before your convention date. 


My interest, of course, is along the line of education of 
the laity—an interest that we might say is abiding, for 
we will never get the job finished. But if we are going to 
do anything about it, we must have what it takes and 
possibly this Bureau can help you get it. 

Do not forget to send me a postcard with your name 


and address. 
. oe me 





COMMITTEE ON VOCATIONAL GUIDANCE 


MARY L. HEIST 
Chairman 
Kitchener, Ont. 





PLAN ESSAY CONTESTS NOW 


Many requests for further information regarding essay 
contests have been received. To answer these inquiries, 
we have mimeographed a condensed outline of the plan 
used in Oklahoma. We shall be glad to send this outline 
to anyone who will write to the chairman, 


In addition, Dr. D. A. Shaffer, Ponca City, Okla., who 
directed the essay contest in that state, will be very glad 
to answer anyone who would care to ask him about his 
work. A stamped envelope should be enclosed. Essay 
contests are of great help to student recruiting, which is 
our main objective, but we must not expect too much 
from one contest. We should begin with the idea of 
continuing them through succeeding years. 


January and February are considered good months in 
which to conduct such contests. The present month is 
none too early to plan for them. Osteopathic physicians 
in the divisional or district societies should decide where 
to hold the contest and outline the course of procedure. 
There are many things to consider: Books and other 
literature must be placed at the disposal of the contes- 
tants. The list may include the following books and 
pamphlets: 


Autobiography of Andrew Taylor Still. 

Concerning Osteopathy. 

Something Wrong. 

Osteopathy, the Science of Healing by Adjustment. 
Friendly Chats. 

Manipulation as a Curative Factor. 

History of Osteopathy. 

Osteopathy as a Career. 

Osteopathic School of Practice. 

Osteopathy as a Profession. 


If the osteopathic physicians participating in the con- 
duct of an essay contest will lend some of their literature, 
the cost of the contest will be lessened considerably. 


A subject for the essay must be agreed upon. “The 
Scope of Osteopathy” was the title used by the Oklahoma 
society. Whatever subject is chosen, it should be definite 
and easy to write upon, not just “Osteopathy,” but 
something about osteopathy. 


The kind and number of prizes must be arranged. 


Pictures of osteopathic colleges, hospitals, etc., should 
be exhibited in high schools, at teachers’ conventions, 
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Fall fairs, etc. These exhibits should include college 
catalogs and vocational guidance literature for distri- 
bution. 


Doubtless there are few of our profession who have not 
been the means of inducing some young people to study 
osteopathy. Probably few have equalled the records of 
two who have been in practice many years; the first is a 
woman who has sent thirty-six students to osteopathic 
colleges since she was graduated in 1930; the second is a 
man who has four sons practicing osteopathy. One can 
visualize where we would be now if we all had done as 
well as these two. 

‘. &. 





LEGAL AND LEGISLATIVE 
A. G. CHAPPELL 
Jacksonville, Fla. 

Legislative Adviser in State Affairs 





Federal Government 
AMENDED NARCOTIC REGULATIONS 
The Bureau of Narcotics of the U. S. Department of 
the Treasury calls attention to amendments to Article 
III to Narcotics Regulations No. 5, as amended by Nar- 
cotic Treasury Decision No. 18, approved November 23, 
1934, including the following: 


“New Applicants.—All applications on Form 678-A 
shall be referred by the collector of internal revenue to 
the appropriate narcotic district supervisor for investiga- 
tion, report and recommendation. Applications on Form 
678 should also be referred by the collector of internal 
revenue to the appropriate narcotic district supervisor for 
investigation, report and recommendation, if there is any 
doubt as to the applicant’s being lawfully entitled to en- 
gage in the activity for which he seeks registration. 

“With respect to new applicants, no collector of in- 
ternal revenue shall issue a special tax stamp in connec- 
tion with any registration until information has been 
submitted to him, by the narcotic district supervisor, that 
the applicant is properly licensed or otherwise lawfully 
entitled to engage in the activity in the district in which 
he seeks registration. With respect to applications of 
such new applicants for registration as the narcotic dis- 
trict supervisor shall approve, he shall submit to the col- 
lector of internal- revenue information that said ap- 
plicants are duly licensed or otherwise lawfully entitled 
to engage in the activity, as stated.” 


California 
CHIROPRACTIC LIMITATIONS 

A Superior Judge in California on September 28, 
ruled in a test case that chiropractors must confine their 
treatment to spinal manipulation. He declared: “A 
chiropractor has no legal right to perform an operation 
upon the teeth of a patient or treat the eyes; no right to 
administer or prescribe medicines or drugs. While x-ray 
may be included for diagnosis or analysis, it cannot be 
used in the treatment of disease or illness. Such ap- 
pliances or agencies as the chiropractic tables, hammer, 
towels or other instrumentalities which are clearly sani- 
tary do not violate the statute, but the use of various 
therapeutic agencies, such as electro-therapeuty are em- 
braced in the practice of medicine and therefore are for- 
bidden to chiropractors.” 


Florida 
BASIC SCIENCE THREAT 

The legislative committee for the Florida Associa- 
tion of Osteopathic Physicians and Surgeons has in its 
hands a proposed basic science bill that will be introduced 
in the April, 1937, Session of the Legislature. There is 
very strong likelihood that it will pass. It is not a ques- 
tion as to the merits of basic science legislation, but one 
of internal strife largely precipitated by what may be 
considered as unfair tactics on the part of certain ex- 
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amining boards in the state. There is intense feeling 
regarding the necessity of some type of restraining leg- 
islation. The proponents of basic science are inclined to 
accept it as a cure-all and their arguments for it are so 
plausible that, when coupled with the obvious necessity 
for some type of restraint, they indicate the passage of 
the bill. 

There are many doctors practicing elsewhere who 
intend, at some time, to take the Florida board. Inas- 
much as there is but one examination scheduled prior to 
the passage of such a basic science bill, it may be worth 
while for those doctors to arrange to take the February 
examination. 

Kansas 

Wholesale court actions against osteopathic physi- 
cians in Kansas, on charges of practicing medicine with- 
out a license have been instituted in recent months. Two 
such actions were dismissed in Rush County on Septem- 
ber 27. 

SOCIAL SECURITY 

In the courses being held in Kansas on obstetrics 
and on child care, supported in whole or in part by 
Federal money, the Kansas State Board of Health has 
mailed notices to osteopathic physicians as well as to 
M.D.’s, beginning with the second series of courses, and 
osteopathic physicians have attended. 


Nebraska 
SOCIAL SECURITY DISCRIMINATION 
A committee of the Nebraska Osteopathic Association 
reported at the state convention in Omaha that, “House 
Bill No. 20, passed by the last legislature, specifically 
provides that the director of health shall co-operate with 
licensed physicians and surgeons in providing treatment 
and care for crippled children. At the first clinic held 
under the new law osteopaths were denied participation, 
even after such a request was made by them.” 
The results in this matter were similar to those in 
connection with the F.E.R.A. 





COMMITTEE ON DISTINGUISHED 
SERVICE CERTIFICATES 
FRANK F. JONES 
Chairman 
Macon, Ga. 


As the newly appointed chairman of this Committee, 
I desire to bring to the attention of the profession the 
requirements for a Distinguished Service Certificate. 


1. On the first day of the annual convention the 
Committee on Distinguished Service Certificates (a com- 
mittee of three) shall consider all nominations for such 
certificates and make recommendation to the Board as to 
the desirability of the candidate, this recommendation to 
consist of a brief written biographical sketch of the 
nominee, a statement setting fofth his or her service to 
the profession, a recommendation as to the action of the 
Board, and a list of those placing his or her name in 
nomination. 


2. Such nomination shall be signed by at least 
twenty-five members of the Association, and shall be 
made in writing to the Executive Secretary of the Asso- 
ciation who shall transmit the nomination to the Dis- 
tinguished Service Committee. 

3. Election on nominees shall be made on the third 
day of the annual session of the Board (or postponed to 
a definite later date) and a unanimous vote of the mem- 
bers of the Board present at the time of voting shall be 
required for the granting of such an award. 

4. No incumbent of an elective office shall be eligible 
during his or her term of office to receive a Distinguished 
Service Certificate. 

5. Not more than three such certificates shall be 
awarded in any one year. 


SPECIAL COMMITTEES 
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We do not deem it the duty, and certainly it is not 
the intention, of this Committee to initiate any move- 
ment looking toward the bestowal of a Distinguished 
Service Certificate on any member of the profession. The 
initiation of the movement leading to a nomination is the 
privilege of every member of the Association; our office 
is judicial and we are authorized only to consider material 
furnished by the friends of the nominee and then to make 
a recommendation to the Board. However, this Com- 
mittee desires to be helpful and hereby offers you full 
co-operation in working out the details and getting the 
nomination ready for presentation to the Board of 
Trustees. F. F. J. 





COMMITTEE ON SPECIAL MEMBERSHIP 
EFFORT 
F. A. GORDON 
Chairman 
Marshalltown, Iowa 





MEMBERSHIP STATUS 

Latest computations reveal that dues collections are 
greater up to now than to this same date last year. They 
also reveal, however, that our rate of growth is less this 
year than we enjoyed last year. Are you satisfied with 
such a report? Steady, consistent growth can be main- 
tained if each of you will get at least one new member 
yourself. No one person or ten persons can do it all; it 
takes the work of all of us. Bear in mind that membership 
in the American Osteopathic Association is a privilege and an 
honor as well as a pleasure and a valuable investment. 

Since August 1, net gains are recorded to the credit of 
faithful members in 29 divisional societies. These gains, 
offset by losses in all divisional societies, accrue a net 
gain of 2.16 per cent to date. What of the gain credited 
to your society in the chart below? Is it listed? Know 
the joy it brings to render a distinct service, shared 
mutually by your Association and your non-member 
friend. Dozens are waiting for a personal interview as a 
demonstration of our personal interest in them. Your 
personal letter to a nonmember friend in a distant state 
may be all that is needed to effect his continuous affilia- 
tion. Do your share of this important work now. 

HONOR ROLL 

Your name on the back of applications forwarded 
(with regulation $10.00 dues) will assure proper credit 
for Honor Roll. For each five A. O. A. memberships 
forwarded, your name will appear on the Honor Roll and 
a certain symbol after your name for every additional five. 
Each five divisional memberships reported by a di- 
visional secretary as having been forwarded (with its 
regulation dues in full) by you, will likewise qualify you 
for the Honor Roll and identifying symbols for each 
additional five. The Honor Roll will tell the profession 
just who contributes time and effort to the organization 
as well as his own dues. 

Group A includes all societies known to have a 
potential membership of 200 or more; Group B, those 
from 100-199; Group C, those from 50-99; Group D, those 
with less than 50. Will California, Maine, Montana and 
Nevada hold their places at the head of these groups? 


GROUP A GROUP C 
(Societies of 200 or more) (Societies of 50-99) 


Net Gain Since 
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American Osteopathic Society of 
Ophthalmology and Otolaryngology 


FRED J. COHEN, 
President 
Wichita, Kans. 


OSTEOPATHIC METHODS IN THE 
TREATMENT OF DEAFNESS* 


C. PAUL SNYDER, D.O., F.LS.0 
Philadelphia 


One of the great needs of the osteopathic profession 
today, is more osteopathic aurists. These doctors not 
only must be trained in ordinary methods used in otology, 
but also must have a very keen tactile sense, since treat- 
ment of the Eustachian tube is done by sense of touch 
and not by sight. 

Statistics from various sources indicate that twenty 
million people in the United States have progressive deaf- 
ness. The percentage of partial deafness in school chil- 
dren in the United States has been found to range from 
1% to 12 per cent. 

Deafness has always been a prevalent and dreaded 
affliction, and during recent years the prevalence of this 
malady has seriously increased. It has been regarded as 
unpreventable and incurable, and the situation of those 
afflicted has been a hopeless one. From the first symp- 
toms of this trouble, the victim suffers not only from the 
physical discomfort that it involves, but also from deep 
mental distress, and from deprivations that increase as 
the deafness increases, until he seems to be shut out from 
most of those things that make the joys of life. The use 
of instruments to magnify sound and the device of lip- 
reading are but gallant attempts to make the best of a 
bad situation. The acknowledged inability of medical 
science to relieve deafness, or even to prevent its in- 
crease, has left the deaf patient in a helpless position, 
with the dread of total deafness always hanging over him. 


Most deafness can be prevented. It can be improved 


permanently. In a large proportion of cases it can be 
cured completely. 
Tonsil treatment is carried on in much the same 


manner by various schools of healing. It is the treatment 
of intranasal pathology and pathology in and around the 
Eustachian tubes where the osteopathic aurist comes into 
his own on account of his highly specialized sense of 
touch. The treatment of deafness by an 
aurist calls for skilled dexterity of the hand. 

It has been proved that most cases of deafness have 
their beginning in the epinares or the pharynx and its 
contiguous structures. Deafness is an insidious process 
Eighty per cent of the cases of deafness begin ten to 
fifteen years previous to the time when the patient pre- 
sents himself for treatment. Therefore, while it is neces- 
sary to be specially trained to treat the Eustachian tube 
properly by osteopathic methods, we appeal to the gen- 
eral practitioner to learn to recognize the early cases of 
progressive deafness and advise the patient as to the 
proper treatment. 


osteopathic 


It is easy for the general practitioner to recognize a 
discharging ear or a_ well-defined sinus pain. Unfor- 
tunately, few chronic sinus cases have pain at all—they 
are insidious. Chronic sinus disease gradually spreads to 
the rest of the mucous membrane of the nose and ulti- 
mately to the nasal pharynx and Eustachian tubes. 


CERTAIN SPECIAL CAUSES OF DEAFNESS 
There are certain special and more or less exceptional 
causes of deafness, which, in addition to treatment for 
reconstructing and normalizing the tubes and membranes, 
require separate treatment for their removal. Among 
these the chief are: (1) blood diseases, (2) toxins in the 


* Delivered before the E.E.N.T. 
Convention, New York, 1936. 


Section at the Fortieth A.O.A. 
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AND OTOLARYNGOLOGY 





Cross Section of Normal Tube 

Taken after Politzer, a cross-cut taken about three-fourths of an 
inch from the pharyngeal orifice of the tube. The tube ventilates the 
middle ear, it opens and closes on swallowing, and it is normal for 
it to resist disease. 

(M) Tensor palati muscles 

At base of picture is abductor 
levator muscle of the soft palate. 

(T) Glands and wavy epithelium 


tubae muscle and fibers of the 





Cross Section of Hypertrophic Tube 
drawing of cross section of hypertrophic tube showing 
that as a result of multiplication of cells there is a mechanical block- 


Original 


and the 


ing, the mobility is either impaired or lost, cilia are lost 
tissue later becomes redundant and anemic. 


blood arising from intestinal impactions, (3) infection 


from diseased tonsils 

As a result of the above named conditions, the audi- 
tory nerve itself is impaired or sick. It must be restored 
to health. 

The most common cause of deafness, however, is 
catarrh in its many degrees of development and exten- 
sion, interfering with or quite preventing the free access 
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The Applicator Test 
; Original drawing. A cotton tipped applicator properly lubricated 
is placed in the mouth of the Eustachian tube and the tube gently 
opened. If the case will respond favorably to treatment, this test 
will produce a tentporary gain in hearing. 


JA 


Digital Reconstruction of Cartilaginous 
Section of Eustachian Tube 
Hypertrophy or 
section of the 
process of being recon- 
pre-isthmus lesion ahead 


, oh 


From original drawing. 
collapse of the cartilaginous 
Eustachian tube in 
structed. Note the 
of the finger. 


of air to the middle ear. Catarrh in any form or degree 
is almost certain to cause trouble with the hearing. 

The cause of catarrhal conditions, resulting in im- 
paired hearing, may be one or more of the following 
specific pathological conditions: (1) deviated septum, 
(2) hypertrophied or turgescent “turbinates, (3) deviated 


turbinates (particularly the middle, which not infre- 
quently approaches or contacts the septum), (4) ad- 
hesions with accompanying pus pockets, (5) diseased 


tonsils, (6) adenoids, (7) sinusitis, (8) hypertrophic, 
atrophic or hyperesthetic rhinitis or nasal catarrh, 

The cause of catarrhal deafness may therefore be 
stated thus: Intranasal pathological conditions, from any 
of the specific causes mentioned above, maintaining in- 
flammation in the nasopharynx, spreading thence by con- 
tinuity and contiguity of ‘tissue to the Eustachian tubes, 
and extending to the middle ear. This, according to the 
pathology, will cause different degrees of catarrhal 
deafness. 


SUSCEPTIBILITY TO COLDS IN RELATION TO DEAFNESS 
It is almost needless to say that most deaf patients 
exhibit a disposition to “catch cold” easily. Each cold 
adds to the chronic inflammation of the affected mem- 
branes and encourages the disease to invade the tubes 
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and inner ears. The tissues undergo a progressive path- 
ological change and incapacitate the tubes for their func- 
tion; sometimes complete stenosis results. But back of 
this susceptibility and these repeated colds lies their real 
cause, one or more of the above mentioned conditions 
childhood such as measles, scarlet fever and 
diphtheria often add to the pathology of the nose and 
throat, thereby intensifying the deafness. 

When considering deafness, attention must 
be given to the Eustachian tube—the tube from the throat 
to the middle ear. Even though diseased tonsils and 
adenoids have been removed, and much general good has 
been accomplished thereby, in order to relieve or to cure 
deafness, the Eustachian tube, which has 
ranged, must be treated. 


Diseases of 


special 


become de- 


Normally, the Eustachian tube remains open. Infec- 
tious diseases of the nose and throat, however, cause 
congestion of the tube and may finally change its struc- 
ture, tending to close it. There are various types of tubal 
lesions which must be diagnosed and treated. If increasing 
deafness is to be halted and permanent cure or improve- 
ment brought about, these conditions must be removed. 
By intranasal and postnasal constructive finger surgery 
this can be done 


OPERATIVE TECHNIC 


Intranasal and postnasal constructive finger surgery 
is done with the patient under a gas anesthetic so that the 
patient is well relaxed, giving the operator the oppor- 
tunity of working under the best possible conditions and 
relieving the patient of any discomfort. 

Using the Heidbrink machine, nitrous oxide and 
oxygen are administered until the patient is anesthetized. 
During anesthesia the sensitive and trained finger of the 
operator reconstructs the Eustachian tubes, feels for 
adenoids, pus-pockets and adhesions and removes them, 
adjusts turbinates and septa, in a word, normalizes struc- 
ture; then nature has an opportunity to begin and to 
carry out her work of healing in the distressed area. 

Constructive finger surgery normalizes the nose, re- 
moving the cause of catarrhal deafness. Susceptibility to 
colds disappears. Normal breathing space in the nose is 
established. The oxidation thus provided builds up the 
general health. Sinusitis with its serious consequences is 
overcome. A functionally and anatomically normal Eu- 
stachian tube is re-established. This is of the first order 
of importance, because the air can then enter the middle 
ear and equalize the atmospheric pressure on both sides 
of the drum, the retraction of which having been over- 
come, it will vibrate normally to sound waves. Further- 
more, through normalizing the pressure on the tissues of 
the inner ear, normal circulation is restored and a cause 
of serious aural inflammation removed. 

The reconstructed tube, through which the atmos- 
phere may find free access to the middle ear, makes 
wholly unnecessary the temporary and injurious expedient 
of inflation or forcing air into the ear. 

The correction of the nasal disorder removes a very 
common cause of enlarged tonsils, which in turn are an 
important contributory cause of deafness. 

Then, not to be forgotten, is the improvement in the 
facial expression of the patient, a change in accordance 
with his real feelings and mental attitude taking place, 
from a fixed, unresponsive, depressed appearance, to one 
of hope, cheer, and natural interest and vivacity. 

AFTER TREATMENT 

The operative constructive finger work, performed 
while the patient is under the influence of the nitrous 
oxide and oxygen, though it removes the cause of the 
disease, is not alone sufficient to secure the best possible 
results. It must be followed up by postoperative treat- 
ments to prevent adhesions reforming during the period 
of healing, to promote healing of the tube, middle ear, 
and nasopharynx, and tone the tissues up to normal; also 
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to call upon nature’s recuperative forces by securing a 
full and adequate blood, lymph, and nerve supply. 

Though the cause of deafness may be removed in a 
few minutes, it would be eminently illogical to expect a 
condition which has probably been years in developing to 
be at once made normal. Nature’s forces require time to 
work, and, in severe cases of deafness, the best results 
can be secured only through persistent follow-up treat- 
ment lasting over a period of several weeks or even 
months, according to the severity of the malady. In 
many cases of first-degree deafness, however, restoration 
of hearing has immediately followed the primary opera- 
tion. 

Success in securing permanent improvement or per- 
manent cure in cases of deafness depends, first, upon the 
practitioner’s special skill in finding the cause and re- 
moving it, and, second, upon nature’s power to heal. 
Indeed, the possibilities of the fine technic of operative 
constructive finger surgery presupposes nature’s power to 
heal, if given the opportunity, and are limited by that 
alone. 

When the practitioner has done what devolves upon 
him in giving nature her best possible chance, the results 
are equally gratifying to the patient and to the physician. 

The technic is based upon a sound theory, is definite 
and dependable, and, to the degree that sufferers from 
deafness become aware of its possibilities, it is destined 
to supersede the former methods, whose inadequacy and 
failure have made the situation of those who suffer from 
this malady so hopeless and deplorable. 


1721 Walnut St. 


Orthopedics 





THE CHARLEYHORSE* 


R KENNETH DUNN, D.O 
Brattleboro, Vt. 


For many years we have been hearing of charleyhorse. 
To some it is just a name given to a form of athletic injury; 
to others it means a lot more, for it is one of the most 
common of all athletic injuries and the one that, relatively 
speaking, is a nightmare to eoaches and athletes. There are 
many ways in which charleyhorse is treated, such as pounding 
the muscles, massaging them with oils and salves, baking 
and the use of various heating devices. Having seen athletes 
hobbling about most of the playing season because the cor- 
rection has not been complete, one is led to believe that a 
satisfactory treatment of this condition is as yet not known. 
Some of these boys correct their own charleyhorses by trip- 
ping and forcibly falling in such a way that the abnormal con- 
traction seemingly is overcome. Many go through life with 
the remnants of a charleyhorse still present. How many 
of us have had patients tell us they have had trouble in 
their thighs since a charleyhorse in younger days? 

Just what is a charleyhorse? Dorland defines it as 
a “stiffness of the arms and legs of baseball players” which 
is partially true, but it leaves a lot to be desired. To be 
sure there is stiffness, but it most assuredly is not confined 
to baseball players. The name, charleyhorse, is said to have 
originated when one baseball player told another that he 
ran like Charley’s horse which was lame. The baseball 
player was hobbling around stiff legged because of this 
particular form of thigh trouble. I wonder how many 
typical cases of charleyhorse have been found in arms? 
I have had patients tell me they were suffering with a 
charleyhorse of the arm but I must confess I have been 
unable to confirm the diagnosis. 

It seems to me that a charleyhorse might better be 
defined as a severe form of cramp in the muscles of the 
thigh with sudden inflammation followed later by the develop- 


*Delivered before the Orthopedic Section at the Fortieth A.O.A. 
Convention, New York, 1936. 
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ment of adhesions, holding the thigh muscles in a contracted 
condition. 


It is my opinion that a charleyhorse occurs in a muscle 
that is tense or in a strained position, such as that of a 
sprinter poised for a quick start or that of a basketball player 
stopping quickly. Almost always it occurs before the indi- 
vidual has had time to flex and warm his muscles thor- 
oughly. It usually occurs at the start of a game or practice, 
after a rest, or when a boy enters a contest as a substitute 
without sufficient preliminary warming up exercise to relax 
his muscles from the cold or whatever else may be the 
cause of the tenseness. 


All muscle soreness, however slight, is to some persons 
a form of charleyhorse. This, of course, is not quite true. 
Approximately 85 per cent of cases of charleyhorse in the 
lower extremity occur in the thigh and 15 per cent in the 
calf. Of the 85 per cent in the thigh 60 per cent are in 
the vastus lateralis muscle, 20 per cent in the upper one- 
third of the tensor fasciae latae muscle; and the remaining 
5 per cent in the rectus femoris muscle. Of the 15 per cent 
in the calf 10 per cent are in the perineus longus and brevis 
muscles and 5 per cent in the gastrocnemius. For some 
reason I cannot account for, by far the majority of cases 
are found in the left leg. Is this a peculiarity of my ex- 
perience alone or does it coincide with the findings of other 
physicians? 


A charleyhorse is first felt usually in one of two different 
ways, either a weakness or giving way feeling in the knee 
or, second, a sharp pain as if some one had struck the leg a 
blow. In both cases acute pain and stiffness immediately 
follow. The whole thigh becomes involved and bending of the 
knee becomes impossible. Hyperextension of the leg gives the 
only relief possible. Usually quite severe swelling occurs 
within a short time. 


A diagnosis of uncomplicated charleyhorse is very simple. 
Somewhere in the thigh will be found a round indurated area 
about the size of a silver dollar. No matter where else the 
patient may think he is having the most pain, a little pressure 
over this area will suddenly change his mind. 


A differential diagnosis must be made. First, in a 
simple bruise practically the same findings are present as in 
charleyhorse with the exception of the indurated area. In 
most bruise cases more active and passive motion may be 
obtained. There is not the tendency to hyperextend the leg 
and the patient is not in as much pain. 


Next comes a rupture of a large blood vessel, which I 
will illustrate by a definite case. This boy played football 
in the afternoon and injured his thigh. Intense pain was 
complained of immediately, with much swelling. He rode 
about 85 miles by bus after the game. He was first seen eight 
hours after the accident and had difficulty in removing his 
trousers because of the swelling in the thigh. There was 
intense pain on the least pressure and the skin was swollen 
and shiny. No position gave any relief. Heat aggravated, 
ice gave some relief. His temperature was 101 F., pulse 
110, respirations 26. The patient looked sick. Pain became 
unbearable so one-quarter grain codeine was given. The 
leg was then elevated on the back of a chair and packed 
in ice. Next morning the swelling was reduced in size. 
There was still much pain but it was bearable when ice was 
applied. On the second morning, the boy’s leg was black 
from the buttocks to the knee. With the discoloration came 
the first marked relief in pain; temperature, pulse, and respi- 
ratory rate became normal. The boy was in bed seven days 
before weight could be borne. At no time could the indurated 
area be found. 


A rupture of one of the thigh muscles can be diagnosed 
easily by the typical hollow found at the site of the rupture. 


Last, but by no means least, the importance of osteo- 
pathic lesions of the spine and pelvis in this condition must 
be mentioned. In these we have the cause of a great many 
athletic injuries. When a player is clipped from the side 
he is forcibly and suddenly rotated and side bent before 
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falling, which causes a terrific strain on the sacroiliac and 
lumbar regions. When lesions do occur, the muscles on the 
lesioned side will be on abnormal tension with resultant 
disturbance in the thigh or knee. This condition often pre- 
disposes to charleyhorse. 


Are sacroiliac and low back disturbances always the 
cause of charleyhorse? No, they are not. Although we 
find such conditions in many cases, there are also many 
cases in which they are not apparent. This is particularly 
true if the patient is seen immediately after the accident, 
which gives rise to the possibility of charleyhorse pre- 
disposing to low back trouble as well as low back trouble 
predisposing to charleyhorse. It is my opinion that the in- 
dividual treating charleyhorse by spinal manipulations alone 
will never fully remove the trouble. 


To examine a patient suffering with charleyhorse for low 
back disturbance often becomes a problem. Most positions 
cause so much pain that the patient will not remain quiet 
long enough for one to make a satisfactory examination. 
The prone position brings pressure to bear directly on the 
injury, and will aggravate the pain to such an extent that the 
patient cannot lie still. In most cases examination may 
be made with the patient standing or lying on the back. In 
some of the minor cases the sitting position may be used. 
If attempts to examine the low back cause too much 
disturbance, such examination should be dispensed with until 
the injury has been eased enough for the patient to stand 
it. 


Since my freshman year in osteopathy the treatment of 
charleyhorse has been of personal interest to me. I can 
remember watching three seniors trying to treat a high school 
boy and it did not seem to me that the boy was enjoying 
the proceedings very much. Having had a charleyhorse 
myself, and knowing the torture I had gone through in at- 
tempting to get relief, I was most sympathetic. I had received 
massage in all forms, amateur and professional, liniments and 
salves of the hot varieties, heat, poultice, and even osteo- 
pathic manipulative treatment. While watching this boy being 
treated, I felt that something less torturous and more ef- 
ficient in the form of treatment could be devised. 


In the years since then I have treated quite a number 
of charleyhorses, and, naturally these years have resulted in 
some conclusions. The treatment of charleyhorse varies ac- 
cording to the case presented. If seen immediately after the 
accident occurs, as a rule, very little time is required to over- 
come the condition. Patients that are not seen for several 
days afterward present a problem. Naturally there are cases 
of greater severity than others, which take more time for 
preliminary procedures before actual treatment is begun. 


In severe cases where great swelling and tenderness are 
present, I advise local applications with the patient in bed 
and the leg elevated. These applications are in the form 
of hot and cold towels, alternating, wound around the leg 
for 15 to 20 minutes at a time. A 10 per cent ichthyol oint- 
ment may be applied and the leg bandaged loosely with 
flannel. On an average, even in the most severe cases, 24 
hours will have made a great improvement in the condition 
and treatment may be continued as follows: 


Since the thigh muscles are contracted and tense their 
relaxation must be established. Standing on the same side as 
the injury, begin above and below the indurated area by 
picking up the whole quadriceps femoris group of muscles. 
This must be done slowly and deliberately. Continue until 
some relaxation is felt. This should not cause much pain. 
Next, the same group of muscles must be rolled and, again, 
this movement must be slow and deliberate. Place one hand 
under the thigh and pull the muscles toward you and push 
away with the top hand. Then reverse the process by 
pushing with the under hand and pulling with the top hand. 
Very little pain should result. As the tenseness is relieved, 
the tissues will become considerably softer. Then with the 
outside hand over the indurated area, grasp the knee with 
the other hand and attempt slight bending. This will cause 
varying amounts of pain in most cases. Care must be 
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taken not to rush the bending process and undo all that has 
been done. After some bending is established, have the 
patient get up and walk around a bit. Have him lean on the 
table and try to bend the knee himself. Return him to the 
table and start the manipulative procedures all over again. 
Continue until one-half bend is obtained in the knee. This 
may not be done at one time, but may take several treat- 
ments depending on the severity of the condition. 


When a good half knee bend is present, have the patient 
slide over to the edge of the table so that the injured leg, 
from the buttocks, is off the table. Face the patient, with the 
inside hand over the induration and the other hand grasping 
the patient’s ankle. Slowly start bending the knee. Great 
care must be taken in this process. Let the hand over the 
indurated area be your guide. As you feel relaxation taking 
place, slowly increase the bend. Stop occasionally and allow 
the patient to walk around. Have him do the knee squat 
exercise, slowly lowering and raising himself in a sort of 
rocking movement. Sudden jerks should be avoided. By 
doing this, you and the patient can see the amount of im- 
provement by the increasing amount of knee bend. Return to 
the table and continue until the heel is about six inches from 
the buttocks. Have an assistant steady the patient’s shoul- 
ders and forcibly continue the bend until the heel is against 
the buttocks. As this is done the guide hand will feel a 
sudden giving way in the indurated area and should be sud- 
denly dropped to reinforce the other hand. This reinforce- 
ment must be done in a hurry for the pain at this point is 
quite severe and it will be hard to hold the leg with one 
hand. The heel should be retained against the buttocks for 
several seconds. Then have the patient get up and walk. 
The leg will be weak for a short time and as strength 
returns have the patient get down in a full knee squat 
and remain there for a short time. Then have him walk 
and squat. Have him grasp his knee with his hands and 
bring the thigh up against the abdomen. After this return 
him to the table. Bend the knee with the thigh over the ab- 
domen and hold for several minutes. Do not force the heel 
against the buttocks again until the next treatment. 


After treatment, the patient should walk to keep relax- 
ation in the muscles. Intermittent trotting and walking with 
care not to start or stop quickly is very good. Sleeping with 
leg elevated should be continued as well as the use of hot 
towels every night. The leg must be treated until all the 
tightness is gone. 


With the exception of the first 24 hours, there is no 
necessity for a charleyhorse patient to miss his regular 
practice time. He should dress in his football clothes and 
spend his time keeping in condition by jogging and walking 
under your directions. In this way he is always present when 
new plays and formations are given-by the coach. His 
presence will please the coach and encourage the other 
players. 


When the boy is allowed to begin active practice again, 
I always use a pad of cotton on the thigh. This pad is 
about six inches wide and ten to twelve inches long and about 
three thicknesses of the ordinary rolled cotton. The pad is 
kept in place by six one inch strips of adhesive which over- 
lap the one below by the one above. These ends are again 
reinforced by vertical ties. 


The prevention of injuries is as essential to the physician 
treating athletic injuries as the prevention of disease is to the 
general practitioner. We find that a track coach always has 
his athletes cared for by relaxing the muscles of the legs be- 
fore the event in which they are entered. It is taken for 
granted that this is a required procedure, because the use of 
the legs is predominant. Is the use of the legs any more 
essential to the track man than to the football, basketball, or 
baseball player or the individual participating in any other 
form of athletics? We can prevent charleyhorse to a great 
extent by following the track coach’s routine. Have the legs 
thoroughly relaxed and warmed up before exposing them 
to strain. This is particularly hard to do, especially in 
football when the weather and elements are against you. 
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Coaches should give the boys plenty of time to limber up 
slowly and thoroughly before sending them into a game. The 
boys on the sidelines should have adequate means of keeping 
warm once they are limbered up. Coaches should be careful 
about having a boy warm up needlessly, then allowing him 
to cool off and then warm up again. Each time he is told 
to warm up without seeing action the boy becomes careless, 
feeling that he will not be needed this time either. When he 
really is needed he oftentimes will hurriedly and improperly 
try to get in condition. We should impress this fact on the 
coach and on the athlete, and they will listen, for they do 
not want needless injuries. 


67 Main St. 


Problems of the Profession 


THE EXPERT WITNESS* 
ROBERT L. SONFIELD, LL.B. 


Houston, Tex. 


(he healing profession and the legal profession are 
very closely related. The physician deals with matters of 
health; he consecrates his life and energy toward saving 
lives. The lawyer deals with matters of property and of 
liberty. In the past and also today great lawyers are cast 
in heroic roles, pleading for the preservation of the rights 
so precious to all of us. The burden rests upon the 
lawyer, through the courts, to preserve the freedom and 
liberties of the people. But, in many instances, the lawyer 
is cast in an unenviable position—to tear down, to destroy 
some legislative enactment, some theory that is construc- 
tive and beneficial, for the sole and only reason that it 
endangers the selfish interests of some client. In other 
words, in many instances, the work of the lawyer is 
destructive. 

There are many of what might be termed “branches” 
of the law. One is termed Actions sounding in Tort; or, 
in more every-day parlance, suits for personal injuries or 
suits for damages. It is in this branch of the law that the 
two professions are very closely associated. Upon the 
ability of the physician and the lawyer depend the re- 
covery by the injured person; and, I shall here deal with 
the subject from the point of view of the person injured, 
who, if litigation arises, is the plaintiff. 

An accident has occurred. The injured is confined to 
his bed. Who is to blame? and How great are the in- 
juries? are the questions. The first is for the determina- 
tion of the lawyer. The second is to be determined by the 
physician. Each question is of equal importance and so 
closely related to the other that they are interdependent. 

It is imperative that the lawyer make a thorough and 
complete examination promptly to discover the true facts 
so that he will be in a position to ascertain who is liable. 
In other words, in order for the person causing the in- 
juries to be liable, he must be guilty of negligence. Like- 
wise, generally speaking, the injured person must not be 
guilty of contributory negligence. Negligence simply 
means the failure to use ordinary care; and, by ordinary 
care is meant such care as a person of ordinary prudence 
would exercise under the same or similar circumstances. 
Contributory negligence means an act or omission on the 
part of the injured person which an ordinarily prudent 
person would not have done, or omitted to do, under the 
same or similar circumstances, and which, either alone or 
concurring with the negligence of the person causing the 
injuries, becomes a direct cause of the injuries. Of course, 
there is no liability if the injuries are caused by an un- 
avoidable accident. An unavoidable accident simply means 
that the accident is not contributed to by the negligent 
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act or omission of either party. Ordinarily, if the injured 
person is guilty of contributory negligence, there can be 
no recovery of damages, no matter how serious the 
injuries. 

The position of the physician is of paramount im- 
portance. He should make a close study of each case. He 
is the source of all original information. The final out- 
come of the case rests upon him. He is in command of 
treatment. If he makes a mistake, the result will be poor. 
If he overlooks a complicating factor, recovery inevitably 
will be delayed. Thus, the size of the claim from a mone- 
tary viewpoint is largely in his hands. The attending 
physician may give material aid to either side during 
settlement proceedings. Should he be unduly optimistic, 
the claimant will probably accept less. Should he be un- 
duly pessimistic, settlement within any reasonable sum is 
impossible. : 

After a thorough and exhaustive examination, the 
physician should render a report to the lawyer. In his 
report the doctor should be just as specific in detail as 
possible in order that the attorney may be fully ac- 
quainted with the facts and the injuries. In other words, 
if there is a fracture, the specific bone and part fractured 
should be stated. His opinion on probable future effects 
should also be stated. The attorney cannot afford to pro- 
ceed without a full knowledge and understanding of what 
is wrong. If discussions leading to a settlement are 
undertaken, or if a trial of the cause ensues, this is of 
primary importance in order that the injured person may 
receive proper and full compensation. 

It is common knowledge that injury is more dan- 
yverous in the aged. A fracture in a man of 65 years of 
age is usually far more disabling than at the age of 20. 
This is an accepted fact. However, the attorney does not 
know how much more serious the disability will be, and 
must have a reasonably clear appraisal, or he cannot 
determine the probable outcome. It is not sufficient for 
the attending physician to report that recovery will be 
somewhat delayed because of age. The attorney wants to 
know how old his patient is, 
physique. 


not only in years, but in 
The physician should study the patient as a 
whole, considering the heart and blood pressure, and also 
check digestion and habits of life, as well as all other 
factors disclosed by history and examination. No symp- 
tom, however trivial, should be overlooked either in the 
examination or medical report. 

Arthritis, tuberculosis, heart disease, osteomyelitis, 
deformities, syphilis, prior injuries and a host of other 
pre-existing conditions present serious problems in event 
of injury. These conditions necessitate careful study and 
observation in order to remove the uncertainty which 
they create. 

The attending physician must also bear in mind that 
nearly every man or woman who has reached near 
maturity has suffered some kind or character of injury. 
Therefore, it is of the utmost importance that the phy- 
sician closely question the injured person and obtain an 
accurate, full and complete statement of the patient’s life 
history and of injuries sustained in the past. A careful 
check-up of any such injuries should be made to ascertain 
whether there is any active or causal connection between 
past injuries and those of the present. This is particularly 
true in the case of a woman. If the physician ascertains 
that the present injuries are an aggravation of pre-exist- 
ing injuries this should be specifically disclosed to the 
attorney. It will materially affect the recovery. In any 
event the medical report should fully disclose all past 
injuries and their histories. 

I cannot impress upon you too strongly the im- 
portance of a complete check-up to ascertain whether the 
person injured has been afflicted with any of the so-called 
personal diseases. It is most imperative that accurate in- 
formation be obtained and disclosed fully to the attorney. 

A very large percentage of the injuries today involve 
the spine, sacrum, pelvis, muscles, tendons or nerves. If a 
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fracture is involved, that is one thing, but where there is 
only an injury which is not discoverable by x-ray, the 
usual report is that there is “marked tenderness to pres- 
sure,” which is of very little practical value to the attor- 
ney or the jury. On the other hand, the osteopathic phy- 
sician upon examination and study can quite accurately 
ascertain the specific injury, the involvement, cause and 
probable duration. I am going to be personal for a 
moment in order to illustrate just what I mean. A man 
came to me several years ago complaining that he had 
injured his back. Upon close questioning, these facts 
were ascertained: that he was employed in the oil field 
and was carrying one end of a heavy pipe when he 
stepped unexpectedly into a hole, severely wrenching his 
back. I questioned him closely as to the type and char- 
acter of pain and other symptoms. About all he knew was 
that he had to lie down and there was a very severe pain 
in the small of his back that subsequently extended up 
between the shoulder blades; that his back pained him 
constantly; and when he attempted to rise from a sitting 
or reclining position he had considerable difficulty and 
suffered pain. His foreman sent him to the company 
doctor, who gave him a very cursory examination and 
diagnosed his trouble as a sprained back. He strapped 
him up, told him to lie around for a few days and then 
get back to work. I suspected more serious injuries and 
suggested that Dr. E. Marvin Bailey be called in to 
examine and treat him. Dr. Bailey reported a slight 
diminution in the superoinferior diameter of the first 
lumbar vertebra; diminution in the intervertebral space 
between the twelfth thoracic and first lumbar; a com- 
pression fracture at these points and a traumatic process 
in the intervertebral disc. At the trial in the United States 
District Court at Houston the defendant company pro- 
duced its doctor, who testified generally, and really knew 
very little. Dr. Bailey was called to testify for the 
plaintiff. He brought into court a chart showing the spine, 
nerves, etc. I first questioned Dr. Bailey as to the authen- 
ticity of this chart and whether or not it was used by the 
medical profession generally and considered correct, to 
which he replied in the affirmative. I then requested that 
he place the chart on the wall and explain to the court 
and jury the human spine, the vertebrae, the nerves, 
muscles, tendons, etc., and their relationship each to the 
other, and the effect of the injuries in question thereon. 
Whereupon, Dr. Bailey delivered a very illuminating lec- 
ture to the court and the jury for approximately 30 min- 
utes, and the upshot was a very substantial recovery for 
the plaintiff. 

Osteopathy is a comparatively new science. It is 
practical. The osteopathic physician is rapidly assuming 
his rightful place in the medical profession. He now has, 
under the laws of this state [Texas], every right and priv- 
ilege possessed by any other school of medicine. The 
value of his treatment and advice is becoming more 
apparent. The lawyer, particulatly, is rapidly coming to 
the realization that his counsel is invaluable, and that his 
opinion as an expert witness is often irrefutable. 


The testimony of experts is received in evidence 
wherever peculiar skill and judgment applied to a par- 
ticular subject are required in order to explain results or 
to trace them to their causes. In order to be admissible 
in evidence, the opinion of an expert must be based on 
facts as distinguished from 
The expert witness must have a thorough knowledge of 
the facts on which his opinion is predicated, and this 
knowledge must generally be based on personal observa- 
tion or study, not on the statements of third persons. 
There are, however, certain exceptions to this rule. Thus 
the opinion of a physician as to the physical condition of 
the patient is competent although based in part on the 
declarations or exclamations of such person, provided 
the utterances were contemporaneous with the physical 
sensation. 


inferences or conclusions. 
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Physicians and surgeons are generally qualified to 
express opinions, as experts on matters relating to the 
physical condition of a person. A physician in general 
practice, who has studied the particular disease concern- 
ing which he is called to testify is qualified to give an 
opinion thereon, even though he has not made such dis- 
ease a specialty in his practice, and even though he has 
never had occasion to treat a patient for that disease; 
this want of experience going merely to the weight of 
his testimony. 


For instance, in the comparatively recent case of 
Utilities Indemnity Exchange vs. Burks, decided by the 
Court of Civil Appeals at San Antonio, and reported in 
7 S. W. (2nd) 1112, a physician was permitted to testify 
“that the electrical burns into the skull might cause 
Burks to be a nervous wreck for life, that he had seen 
epilepsy and insanity develop from a few months to a 
number of years after such a brain injury, and that Burks 
would never be out of danger of such a development; 
that Burks would be apt to experience an impaired mind 
or memory as a result of his injuries; that injury to the 
brain cells would cause such developments; that he is apt 
to suffer from nervousness, headaches, dizziness, defec- 
tive eyesight, or other complications; that he would be 
affected by extreme heat; that the injured brain cells had 
affected Burks physically.” 

In other words, it is competent for a physician to 
testify with reference to the physical condition of a per- 
son, the extent of the disabilities resulting therefrom, the 
probable duration of these disabilities, the probable after 
effects of the injuries suffered, and other relevant matters 
in connection therewith. 


There is yet another exception to the general rule 
that an expert must confine his opinions to those facts 
based on personal observation or study. It is necessary 
in many cases to elicit the opinion of an expert by means 
of what is termed a hypothetical question, that is, a ques- 
tion which assumes the truth of facts concerning the 
occurrence of which the witness may be wholly or par- 
tially without personal observation. If the expert witness 
is a stranger to the actual facts, it is necessary to assume 
a hypothetical state of facts as the foundation of the 
opinion that he may give. A hypothetical question should 
recite all the facts in evidence which are relevent to the 
formation of an opinion, and then, assuming the facts 
recited to be true, the expert should be asked whether he 
is able to form an opinion therefrom, and, if so, to state 
his opinion. The hypothetical question must embrace 
and be based upon all the material facts relating to the 
subject on which the opinion of the expert is sought. 


Unfortunately, not every physician makes a good 
witness. It is essential that he be direct in his answers 
and positive in his statements. He must be able to 
enunciate clearly, know his subject thoroughly; and, he 
must think before he speaks, be cool, and not permit 
opposing counsel to anger him. The expert witness must 
bear in mind that as he testifies he is being closely 
watched by the jury. It is the jury to whom he must 
speak. It is the jury that must weigh his testimony and 
pass on the issues. 


The trial of a cause often becomes a battle of wits 
between opposing counsel in their efforts to sway the 
judgment, sympathies, and credulity of the jury through 
expert testimony. The result mainly depends upon the 
character of the testimony of the expert witness and the 
manner in which it is given. In many hard-fought battles, 
where the question of liability is close, the testimony of 
the expert witness, convincing the jury that an accurate 
and comprehensive diagnosis has been made and used as 
the basis for predicting subsequent impairment, will help 
that jury to determine whether judgment should be paid, 
and if so how much. 
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AN OSTEOPATHIC OBLIGATION 


E. P. MALONE, D.O. 
Miami, Okla. 


Not every osteopathic physician can interest himself in 
industrial practice. Our specialists are occupied with their 
own peculiar problems. It is not probable that many of the 
women physicians would care to seek this kind of work. But 
there is still a large percentage of our total number, par- 
ticularly of the more recent graduates, who could engage 
in it profitably. It is to this large percentage that this 
article is addressed. Its text is the story of a back injury. 
Briefly presented this story is as follows: 


A helper on a drilling machine in a metal mine, while 
stooping and lifting on his drill on October 23, 1935, injured 
his back. He reported his injury to the proper persons and 
was sent to an insurance company physician for examination 
and treatment. The treatment consisted of applications of 
heat, and strapping with adhesive tape for a period of three 
weeks. He was then paid two weeks compensation and told 
to return to work. This he was unable to do. Compensa- 
tion was discontinued and no further treatment was given 
him at this time, the insurance company seemingly intending 
to abandon him to his fate. He states that he was disabled 
totally at the time the doctor reported him as ready for work. 


He contacted an attorney and through him asked for a 
hearing of his case by the state industrial commission. This 
hearing was held late in February, 1936. The insurance 
company physician who had treated him testified to the effect 
that such injury as he had was slight and that he believed 
the claimant was able to work. The injured man, of course, 
testified in his own behalf. He was very lame and sore at 
this time and evidently was able to convince the commissioner 
that he had a genuine injury. His only other witness was 
another allopathic physician whose testimony had to do with 
the possibility of arthritis, but which was not conclusive. 


The commission ordered the insurance company to pay 
up the compensation which was then about three months in 
arrears and to continue to pay weekly compensation until 
further orders. The insurance company then returned the 
injured man to the hospital, re-examined him with x-ray, 
made other tests and placed him on a Bradford frame for 
11 days. Then he was allowed to go home, but returned to 
the hospital several times for treatment with diathermy. 
He failed to improve under this treatment. 


On March 23 the patient’s attorney brought him to my 
office and asked me to examine him. The injured man stated 
that what he wanted was to recover so that he could return 
to work. He said that he was getting his compersation 
weekly and he made financial arrangements with me based 
upon the continued receipt of his compensation payments to 
pay for his treatment. Definite lesions were found at the 
left sacroiliac and the lumbosacral joints. There was 
contraction and deep soreness of the lumbar and iliopsoas 
muscles. There was approximately a half-inch of apparent 
difference in the length of his legs. He walked with a 
decided limp. He stated that he could not stoop, that he 
could sit erect for only a short time without great discomfort 
and that he had been unable to sleep for weeks without 
sedatives on account of pain in his back and in his left leg. 
He presented a typical picture of a neglected case of low 
back injury. I considered him totally disabled from doing 
his regular work. 

After two weeks’ compensation had been paid following 
the hearing, these payments were again discontinued. Treat- 
ment was continued in spite of his disrupted payment schedule 
and another hearing was requested. By May 22, the date of 
the second hearing, he was well on the road to recovery. 
His testimony at this hearing was to the effect that he had 
had no relief or benefit from treatment until he came to me 
and that he felt that he would soon be able to return to work. 
I testified for the injured in this case. My testimony had 
to do with the findings in his case and I managed to get 
into the record some general testimony about the nature of 
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back injuries, the effects of neglect and the importance of 
prompt treatment. Both the attorney for the injured and 
myself thought we had made a good case for the injured. 


Four prominent allopathic physicians testified in the 
interest of the insurance company. The general import of 
their testimony was that if the claimant ever had an injury 
it must have been slight, that they could find nothing wrong 
with him at the present time. The implication of such 
testimony is that if the injured still says he is disabled after 
these careful multiple examinations at which nothing is 
found that he must, of course, be exaggerating. 


The ruling in this case as to the payment of additional 
compensation was adverse to the injured. The ruling as to 
the payment of my fee for treatment has not yet been made. 


In these hearings a good deal of the testimony of 
physicians is necessarily given as a matter of opinion only. 
This gives a certain leeway to get into the record testimony 
which is not of a positive nature but which, nevertheless, if 
given by physicians of standing and character has a great 
deal of weight. The insurance company frequently uses 
physicians of this type and their testimony, unless it can be 
rebutted in a positive way, is bound to be effective. The 
injured worker suffers accordingly in neglect of his injury 
and loss of wages. This particular claimant has lost in spite 
of the favorable outcome of the first hearing not less than 
$250.00. Incidentally, although this presentation is concerned 
primarily with the affairs of the injured, this case could not 
have cost the insurance company less than $500.00. If 
osteopathic experience in the treatment of these injuries 
counts for anything, most of this loss and expense was 
needless. 


The injured worker is certainly as much entitled to 
have expert testimony introduced in his behalf as is the 
insurance company. The osteopathic physician is the one 
whose knowledge of back injuries best qualifies him to give 
such testimony. It would seem, therefore, that we have an 
obligation to examine, and when our findings warrant it to 
testify, for such cases. Testimony of the physician for the 
injured can be given also as a matter of opinion and in this 
way the true nature of the back injury gradually can be 
made plain to commissioner, insurance representatives and 
attorneys. 


Some osteopathic physicians with whom I have discussed 
this matter seem to regard appearing as witness in hearings 
of this kind as an unpleasant ordeal. Some will not do it at 
all. I have found two men who admit that they enjoy it. 
I happen to know that both these men have testified in this 
way numerous times. They know in advance the kind of 
questions which will be asked and they are prepared for 
them. They are never tentative or uncertain where they can 
or should be positive. They are not to be confused by cross 
examination. 


Any osteopathic physician so prepared has little to fear 
in the way of an unpleasant experience. He will be able to 
answer questions and give information in a way to convince 
any open-minded commissioner that he knows what he is 
talking about. 


It might be a matter of interest to all recent graduates 
who have not yet reached that happy state of professional 
well-being wherein they have all the well-paid business they 
care to handle to look into this matter. This does not mean 
that they can employ a “runner” to bring this business into 
their offices, as attorneys of the class known as “ambulance 
chasers” are said to do. It does not mean that they can go 
about actively seeking such cases or that they may testify 
for every individual who has the money to pay for such 
service. But in cases of genuine injury such as they will 
accept for treatment their testimony will have value and 
will be appreciated. 


After a few such patients have been treated one realizes 
how much can be done for them. After one has had the 
experience of knowing that his testimony was heard with 
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respect not only by the referee but also by opposing counsel, 
he may be surprised to find that the experience was not, after 
all, such an ordeal. 


I look forward to the time when at least a good 
percentage of the osteopathic physicians of the country 
recognize this kind of thing as an obligation. When that 
time comes they will take their places as authorities in the 
diagnosis of crippling and expensive injuries. Their aid will 
be sought, as a matter of course, in the treatment room as a 
means of getting the injured back to work, and in the 
courtroom as a means of uncovering the truth. 
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INFANT FEEDING* 


RUTH ELIZABETH TINLEY, D.O. 
Philadelphia 


Twenty-five per cent of the babies of civilized races 
die during the first year of life. Sixty per cent of these 
deaths are due to nutritional disturbances and a large 
portion of the remaining 40 per cent are influenced by 
impairment of the infant’s constitution through improper 
feeding. 

The problem is not simply to save life during the 
first perilous year, but to adopt means which will tend 
to healthy growth and normal development. The child 
must be fed correctly not only to avoid the immediate 
dangers of acute indigestion, diarrhea, and marasmus, 
but also to avoid the more remote ones, such as rickets, 
scurvy, and general malnutrition. 


When a baby is fed successfully, we have the fol- 
lowing signs: normal gain in weight; normal digestion, 
one to three normal stools a day, absence of vomiting 
or regurgitation, and normal sleep (20 hours out of the 
24.) 

If the breast-fed baby does not conform to all the 
above signs, it does not indicate removal from the breast, 
but investigation of the mother’s habits (diet, exercises, 
etc.) should be made and the faulty ones corrected. 


Breast feeding may be discontinued for any of the 
following reasons: (1) loss of weight of the baby or 
failure to gain weight, accompanied by indigestion over 
a long period of time; (2) pregnancy of mother; (3) 
puerperal convulsions, epilepsy, typhoid fever, pneumonia, 
tuberculosis, nephritis, anemia, syphilis contracted after 
birth, or malignant disease. 

The simplest method by which a baby may be fed 
successfully is the best one. We must know, first, how 
to feed a normal baby before we attempt the diets of 
sick ones. There are no fast rules in artificial feeding. 
Common sense and experience are the two fundamental 
requisites for success. 

The normal baby will take many kinds of mixtures, 
and thrive; this accounts for the many successful methods 
of feeding. The method most easily mastered, that can 
be carried out by the mother with the least work, and 
that makes the baby thrive, is best. 


The science of artificial feeding is only in its infancy 
and much is to be hoped for in the future. From a 
comparative analysis of the composition of human and 
cow's milk, it will be seen readily that there can be no 
perfect substitute for human milk. No single method can 
possibly meet the needs of all infants. 


It must be our aim, first, to formulate our rules so 
as to make them safe and adaptable to the feeding of the 
majority of well babies. While an attempt has been 
made to place feeding on a scientific basis, we believe 
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that the methods are all more or less empirical, and the 
results are in a considerable degree dependent upon the 
wide range of food tolerance of the healthy infant. 


The physician who is successful must depend on the 
clinical observation of the feeding which he is using. 
Every formula with which we start artificial feeding 
should be looked upon in the light of an experiment, and 
the reaction of the infant to this formula carefully studied. 
From the great number of pediatricians interested and 
working on infant feeding, we feel that, ultimately, it 
will be placed on a thoroughly scientific basis. This, 
however, does not answer the pressing needs of today, 
which call for a safe and practical solution of the feeding 
problems for the everyday baby in everyday life. 


Parents often secure feeding advice from proprietary 
food manufacturers, and if feeding on one preparation 
is not successful there is a rapid transition from one food 
to another, with untold detriment to the infant. Also, 
parents readily take advice from neighbors or friends. 
Recently a baby was brought to my office with a com- 
plaint of vomiting all food soon after eating. Investiga- 
tion into the formula given led to the explanation. The 
formula had been given to the mother of this ten weeks 
old child by the mother of a five months old child that 
was being fed successfully on it. 


In advancing the rules for feeding the normal, healthy 
infant on simple milk mixtures with carbohydrates added, 
we desire to say that in clinical experience they have 
been found safe for the baby and practical for the physi- 
cian. The most common formula is whole milk with 
carbohydrates. Here we try to simulate human milk, 
and have to consider each separate element. Fat, neces- 
sary to human growth and nutrition, can in cases of 
intolerance be replaced by protein and sugar, especially 
the latter. This explains the fact that infants fed on low 
fat mixtures (condensed milk) will continue to gain 
weight. However, such development is not normal. Fat 
is a protein saver and when supplied in proper amount 
(2 to 3.5 per cent) but little protein is used for production 
of animal heat, therefore allowing the greater protein 
retention for growth of body tissues. When fat intoler- 
ance is established, it is necessary to throw the burden of 
furnishing the extra food on the carbohydrates, and these 
in large quantities are unsafe foods. Most infants will 
thrive on the amount of fat furnished by the use of 1.5 to 
2 ounces of whole milk for each pound of body weight. 
When moderate quantities of fat are fed, we avoid the 
acute clinical picture of fat overfeeding associated with 
vomiting, diarrhea and, not infrequently, a high temper- 
ature or occasionally convulsions. On the other hand, 
the moderate quantity of fat contained in the diet neces- 
sitates a high percentage carbohydrate feeding, which in 
turn avoids the so-called fat-soap stools with their ten- 
dency to rob the body of an excessive amount of calcium 
and magnesium. For the formation of soap stools, it is 
necessary that we have an insufficiency of carbohydrate 
and a relative excess of protein, as putrefaction is neces- 
sary for the production of these stools, while fermenta- 
tion opposes their formation. In the presence of excessive 
fermentation, putrefaction is limited. 

Carbohydrates are used for heat, energy, and laxative 
effect; they are efficient sparers of protein and will supply 
energy in case of fat insufficiency in the diet. Syn- 
thetically they are converted into glycogen in the body. 
Fat is formed from sugar by subcutaneous cells which 
are adapted to this function. Infants have high carbo- 
hydrate tolerance, even those suffering from certain forms 
of nutritional disturbances may retain ability to metab- 
olize sugar, even though it may have been reduced in 
favor of fats and proteins. Others do not handle sugar 
well, causing gastrointestinal disturbances, eczema, etc. 

Cane and milk sugar are the most common in use. 
They are on a par as far as tolerance and nutritive value 
are concerned. Probably lactose is a trifle more laxative. 
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It might be well, at this point, to present some pre- 
cautions to be heeded in the addition of carbohydrate 
to the infant’s diet: (1) Infants who have been on a low 
sugar diet should be accustomed to the change by a 
gradual increase of the sugar to their food. (2) In 
underweight infants the amount of sugar to start with 
should be calculated on their present weight, approximate 
the amount for full weight infant as rapidly as the sugar 
tolerance permits. (3) In changing from one kind of 
sugar to another, it is a safe rule to reduce quantity for 
a few days. 

Salts are necessary for building up of the body tissue 
and each gram of protein retained and built into body 
tissue requires approximately one-third of a gram of ash. 


The quantity of water necessary for the infant is not 
only of theoretical, but also of vast practical, importance. 
When undiluted or concentrated formulas are fed, much 
water must be given aside from the formula. Also, in 
sick infants with vomiting, anorexia, and infections, the 
total water intake necessary must not be lost sight of. 
Lack of water is more dangerous to the infant than a 
corresponding deficiency in food. The important fact to 
remember is that young infants require a minimum of 
one-fifth of their body weight in total fluids daily (3 
ounces for each pound). With a ten pound baby, thirty 
ounces of fluid is required; if receiving twenty-five ounces 
of milk mixture daily, five ounces extra of water must 
be given between feedings. 

The object of this paper is to leave with you indelible 
ideas on the construction of formulas. In laying out the 
formula, the first step is to decided how many feedings 
are to be given and how much at a feeding. During the 
first month or two, six feedings are usually necessary. 
Later, five or even four, depending upon the degree of 
concentration and rate of infant’s gain are required. The 
more concentrated, the fewer the feedings. Feedings 
should be given, preferably, at four hour intervals. 


The application of these principles can best be illus- 
trated by a specific example: Normal infant one month 
old, weight 8 pounds, birth weight 7% pounds, previously 
breast fed. 


Six bottles at four hour intervals. 

About four ounces per feeding. 

Minimum amount of milk needed, 1.5 
ounces for each pound. 


8 x 15 = 12 ounces milk 
Sugar 
1/10 ounce for each pound. 
8 x1/10 = 8/10 or almost 1 ounce sugar 
12 ounces milk @ 20 calories = 240 calories 
l ounce sugar @ 120 calories = 120 calories 
Total 360 calories 


R/X Milk 12 ounces 
Sugar 1 ounce 
Water 12 ounces 


It would be safe to start on this formula, since it allows 
only 45 calories for each pound, and increase when 
necessary. 

If the infant fails to gain or shows signs of hunger, 
it is necessary to increase the calories. This is accom- 
plished by the addition of milk. 

Age—1 month, 8 pounds. 

14 ounces milk = 280 calories 
1 ounce sugar = 120 calories 
12 ounces water 
400 calories 
Six bottles—4% ounces each 
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Age—2 months, 10 pounds. 

16 ounces milk = 320 calories 
1% ounces sugar = 180 calories 

7 ounces water 





500 calories 
Five bottles—4%4 ounces each 


Age—6 months, 17 pounds. 
26 ounces milk = 520 calories 
2 ounces sugar = 240 calories 
9 ounces water 
760 calories 
Five bottles—7 ounces each 


Total volume to be regulated by manifest need 
for food. 
Egg yolk may be added to any of these formulas. 


Evaporated milk mixtures can be used just as other 
formulas. They should be diluted with equal parts of 
water and treat as whole milk. Instead of diluting evapo- 
rated milk, the formula may be constructed with just 
half as much milk as the whole milk, and making up 
the final volume with water, thus— 


Whole milk 20 ounces Evaporated 


Sugar 2 ounces milk 10 ounces 
Water 10 ounces Sugar 2 ounces 
Water 20 ounces 


This latter formula will have the same volume and 
slightly higher caloric value. 


The advantages of evaporated milk over fresh whole 
milk are: more readily digested, less danger of contamina- 
tion, irradiated brands contain vitamin D (135 U.S.P. 
units each pint), composition controlled by government 
regulations, fat not altered in composition, but more 
finely divided than natural milk, loss of vitamins can be 
replaced, safer from bacteriological standpoint, econom- 
ical and nonproprietary food. Observations have con- 
vinced us that this form of milk is, from a nutritional 
standpoint, the full equivalent of pasteurized or boiled 
cow’s milk, and its use does not lead to nutritional dis- 
turbances. 


Lactic acid formulas have the advantage of being more 
digestible and are preferable when concentrated formulas 
are indicated. These formulas can be calculated just as 
dilute milk formulas were, and can be acidified by U.S.P. 
lactic acid, lemon juice, orange juice, or dilute hydro- 
chloric acid. 

The proprietary foods have their uses, and the neces- 
sary information can be acquired from the literature of 
each. 

Goat's milk is not widely used in this country. While 
the protein is about .5 per cent higher than cow’s milk, 
it is readily assimilated and sometimes is the food of 
choice. When goat’s milk is used as the basis of the 
feeding, the method of preparation of the formula is the 
same as when cow’s milk is used. Like cow’s milk, 
goat’s milk may be obtained in evaporated or dried form. 
The chief disadvantage in the use of goat’s milk is that 
infants fed exclusively on goat’s milk develop a rather 
severe degree of anemia. The anemia does not appear 
to be due to any deficiency of iron or other substance in 
goat’s milk, but seems to be due to the presence of an 
unidentified substance capable of damaging the blood- 
forming organs. 


In conclusion, let me say that infant feeding practice 
can be swung to the doctor’s office, if he be prepared to 
do more for the baby than the baby feeding clinics can do. 


1318 Wakeling Ave. 
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Re-Expanding the Collapsed Lung 

George Louis Weinstein describes the method of apply- 
ing the Wangensteen suction apparatus* to the chest for 
passively re-expanding the collapsed lung in cases of early 
chronic empyema. A rubber suction cup is attached to the 
hose leading to the patient. This cup is placed so as to 
cover completely the opening in the chest. The edges of the 
cup are ringed with petrolatum jelly. The degree of suction 
applied is represented by the distance in centimeters of water 
between the water levels of the upper and lower bottles 
(illustrated in A.O.A. Journat for April, 1936). Weinstein 
explains that “the soft tissues of the chest wall are drawn 
outward into the cup, and the cup is maintained firmly in 
place by the difference between atmospheric pressure and the 
reduced interpleural pressure.” 

The contra-indications and possible dangers of this 
method are: (1) a bronchial fistula, the presence of which 
precludes suction maintenance; (2) hemorrhage resulting 
from sudden and excessive degrees of decreased interpleural 
pressure; (3) sudden mediastinal shift with torsion of the 
vessels at the base of the heart, leading to circulatory dis- 
turbances. (To avoid the two complications last named, the 
difference between interpleural and intrapulmonary pres- 
sures should be slight at first and gradually increased.) 
\bstracted from Surgery, Gynecology and Obstetrics for 
Tune, 1936. 

Orthostatic Hypotension 

Orthostatic hypotension is the term given to a rather 
rare condition characterized chiefly by a marked fall in the 
systolic and diastolic blood pressures when the patient 
changes from the recumbent to the erect position. Six cases 
are reported and a review of the literature on the subject is 
made by Eric M. Chew, Edgar V. Allen, and Nelson W. 
Barker, all of The Mayo Clinic, in Northwest Medicine for 
\ugust, 1936. 

The lowering of the blood pressure when the patient 
stands is sufficient to cause syncope or marked weakness, 
and in fifteen of the twenty-six cases reported in the litera- 
ture (including the six reported by the authors) the con- 
dition caused temporary loss of consciousness. 

The fundamental disturbance appears to be in the periph- 
eral sympathetic nervous system. There is a loss of 
orthostatic vasoconstriction necessary to maintain normal 
blood pressure against the force of gravity. There may be 
hypohydrosis or anhydrosis and there frequently is a loss 
of reflex acceleration of the cardiac rate. Whether the de- 
ficiency in the sympathetic nervous system is organic or 
functional, is entirely unknown. 

The treatment is entirely symptomatic. The administra- 
tion of ephedrine sulphate appears to be the best therapeutic 
method available at present. The authors say that “ordi- 
narily, 50 mg. of ephedrine sulphate given every two hours, 
heginning an hour before the patient arises and continued 
during the period when he is active, is adequate to produce 
amelioration or complete disappearance of the symptoms of 
orthostatic hypotension. Administration of ephedrine should 
he discontinued a considerable period before sleep is antici- 
pated in order to prevent insomnia.” 


The Novocain Treatment of Simple Sprains 

W. Kenneth Jennings reports in the Illinois Medical 
Journal for June, 1936, that of 12 cases of simple joint sprain 
treated by the injection of 1 or 2 per cent procaine hydro- 
chloride, there was complete and permanent relief in four, 
partial relief in six and two failures. 

This treatment was advocated by Leriche of Lyons, 
France, in 1932. Only simple sprains of recent origin are 

* Drew, Edward G. and Flack, Arthur M.: An Apparatus for the 
Application of Continuous Negative Pressure for Drainage of Body 
Cavities. Jour. Am. Osteo. Assn., 1936 (Apr.) 35 :369-370. 
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suitable for such therapy, according to Jennings, although 
Leriche has used this treatment in certain instances of chronic 
sprain. Sprains associated with ecchymosis respond poorly to 
injections. Jennings gives the technic of injection as follows: 

“The skin is carefully asepticized over the injured liga- 
ment. A 1-inch 27-gage needle is used. Larger needles will 
cause more trauma to the tissues invaded and this is un- 
doubtedly a factor in producing the discomfort which the 
patient sometimes describes as a pain which is different from 
that which he experienced before injection. Either 1 per 
cent or 2 per cent procaine hydrochloride, or any of its 
derivatives, may be used. For the more diffuse sprains, where 
a comparatively large injection is required, the weaker solu- 
tion is perhaps best. A small injection of the more concen- 
trated solution is advocated for the more localized injuries. 
The injection site for the skin is chosen over the area of 
maximum tenderness; a skin wheal is raised and the needle 
inserted perpendicular to the skin, injection being carried 
ahead of the needle as it is advanced to the ligament. 
Attempt is then made to inject the ligament itself, care 
being taken not to enter the joint. A sense of increased 
resistance is noted when contact is made with the ligament. 
Injection of the injured ligament usually occasions some pain. 
From 2 to 10 cc. of anesthetic agent will suffice for most 
sprains, the amount depending upon the extent of the injury. 
Leriche has injected from 20 to 30 cc. of 1 per cent solu- 
tion in certain instances. One needle puncture should suf- 
fice and the wound made should be covered with a sterile 
gauze dressing.” 

The author says that this form of therapy is not sug- 
gested as a “cure-all” but is worthy of thoughtful consider- 
ation.—Abstracted from IJnternational Surgical Digest for 
August, 1936. 


Protection Against Encephalitis and Poliomyelitis 

in Animals 

Charles Armstrong and W. T. Harrison, surgeons of 
the U. S. Public Health Service, have been experimenting 
with various types of chemicals instilled into the nostrils of 
mice and monkeys with a view to preventing in the former 
intranasally inoculated encephalitis and in the latter polio- 
myelitis. 

Last year they reported* the successful protection of 17 
out of 23 monkeys treated with sodium aluminum sulphate. 
They stated at that time that “The protective action of the 
alum solution is believed to be due to an alteration which 
decreases the permeability of the mucous membrane of the 
nose rather than to an antiseptic action.” 

The local effects of astringents such as alum, picric acid, 
tannic acid, etc., is attributed to their ability to form precipi- 
tates with proteins; and the acidity of the mixture is known 
to be an important factor in this reaction. 

Continuing their studies, Armstrong and Harrison 
tested the coagulating effect of various buffered (with saline) 
solutions as to their ability to protect animals—in the case 
of mice, from encephalitis, and monkeys, from poliomyelitis. 
A summary of their investigations appears in Public Health 
Reports for August 14, 1936, Vol. 51, No. 33: 

“1. Solutions of picric acid buffered at a pH range 
which gave no coagulation of protein when mixed with 
ascitic fluid or serum afforded no protection when introduced 
repeatedly into the nostrils of mice and monkeys prior to 
intranasal inoculation with encephalitis or poliomyelitis virus, 
respectively. 

“2. Solutions of picric acid buffered in an acid range 
which permitted coagulation of protein afforded protection to 
both mice and monkeys 

“3. Buffer solutions with an acidity of pH 2.80, or 
greater, of themselves exert a protective influence but to a 
less degree than is apparent by 0.5 per cent picric acid solu- 
tions of approximately the same acidity. 

“4. Mixtures of picric acid with sodium aluminum sul- 
phate in saline protected all of 20 monkeys against an infec- 
tion which occasioned poliomyelitis in 16 of 20 nonprepared 
controls. 

“5. Solutions of 0.5 per cent picric acid in pH 4.4 and 
more acid buffers were also very effective in mice and in a 
small group of monkeys.” 





* Public Health Reports for May 31, 
Osteo. Assn., 1936 (Jan.) 35:263. 


1935, reviewed in Jour. Am. 
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The Injection Treatment of Hernia 


The principle behind the injection treatment of hernia is 
the production of fibrous tissue within the inguinal canal or 
around the rings in order that the gut may no longer pro- 
trude. Fibrous material forms as a result of irritation to 
the tissues from the injection of some “proliferating solu- 
tion.” It is, of course, essential that the hernia be reduced 
before this type of treatment is attempted. It is also es- 
sential that a well-fitting truss be used while treatment is in 
progress. In general, a steel spring truss will be useful dur- 
ing the day while a web elastic one with a springy pad may 
be worn during the night. 


Paul T. Butler describes the technic of injection for 
indirect and direct inguinal hernias, for femoral and umbilical 
hernias in the Medical World for September, 1936. The 
technic for the indirect type is given as follows: 


“Put the patient on his back in a moderate Trendelen- 
burg position. Clip the hair from the inguinal area over a 
broad surface. Wash with alcohol after a thorough sterili- 
zation of the skin. Put out two sterile glass syringes, pref- 
erably of 5 cc. capacity. Place in one of the syringes 2% cc. 
of procaine solution 2 per cent, and in the other syringe 
3 cc. of the proliferating solution. The procaine loaded 
syringe should have a 22 gauge needle of sufficient length to 
penetrate the fascia of the external oblique muscle. 


The first thing to do before injecting the fluid 
is to locate the internal ring which will be found about 
midway of the length of Poupart’s ligament and about 1 cm. 
or 1% cm. above this ligament. Select a needle that is sup- 
posedly long enough to penetrate the external oblique fascia; 
plunge the needle quickly through the skin at just below 
and inwardly from the internal ring; now slow up im- 
mediately after penetrating the skin and go slowly through 
the fat. The needle will go through the fat as though pass- 
ing through butter and, in this manner, the slightest change 
in resistance may be observed, and even the sharp needle 
point will be distinctly felt to strike and penetrate the fascia; 
the needle will be felt to pass through the fascia... . J At this 
point withdraw the piston slightly to see if there is any 
blood arising in the syringe. If no blood arises in the syringe, 
inject 2 cc. of the procaine solution (2 per cent) very slowly. 
Uncouple the syringe and leave the needle in situ, laying 
over it a little sterile gauze. 


“After an interval of ten minutes couple onto the needle 
which you have left in situ the syringe loaded with 3 cc. of 
proliferating solution and inject slowly by installments until 
the 3 cc. of proliferating fluid has been introduced. Again 
uncouple your syringe and attach the procaine syringe with 
its % cc. of procaine and inject, in order to wash the pro- 
liferating solution out of the needle so that the irritating 
fluid will not follow the needle out to the skin when with- 
drawing same; then take a small wisp of sterile cotton and 
press moderately over the needle prick for a few minutes 
and then touch the needle prick with a little iodine, mercuro- 
chrome, bismuth violet or any other favorite antiseptic you 
may please. Have your patient lie quietly on the table about 
fifteen minutes and then place on him his truss, well-fitted, 
and let him go on about his business until the next treat- 
ment which is best given in about two or three days. 


“The next treatment should be given in the same manner 
about ™% inch medial to and lower than the first injection, 
which is best marked by a tiny dot of adhesive plaster. 
These little dots of plaster may be used for each injection 
until seven or eight have been used, when it is better to 
remove them and thoroughly sterilize the skin so there will 
be no risk of tiny infections from skin excretions confined 
under the plaster. By this time you will know where the 
injections have heen given and can commerce anew your 
markings, if desirable. After the entire inguinal canal has 
been eliminated, some reinforcement around the internal ring 
and possibly the external ring may seem desirable. When 
it becomes apparent the hernia has been eliminated, the 
patient is instructed to wear his truss both day and night 
for one month and, for a second month, in day time only. 
Then, if all is well, trusses are entirely discarded.” 

The author uses a proliferating solution named Pina- 
Mestre developed by Dr. Enrique Pina of Barcelona, Spain, 
and sold exclusively in the United States by Pina-Mestre 
Clinics, Incorporated, Orlando, Fla. 
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A Feasible Plan—Annual Giving. Edgar O. Holden, D.O., Phila- 


delphia.—p. 2. 
. “ Campaign for the Profession. Donald B. Thorburn, D.O., New 
fork.—p. 4 


; “Scientific Supplement. Today’s Concepts in Endocrinology. 
Riceman, D.O., Philadelphia.—p. 7. 

P.O.A. News.—p. 12. 

Program of Pennsylvania Osteopathic Association Convention.—p. 14. 

News of the Nurses.—p. 15. 

On Life and Study. Donald N. Koster.—p. 17. 
The Axone.—p. 18. 

*Today’s Concepts in Endocrinology.—Riceman pre- 
sents some of the more important clinical features of 
endocrine derangements. In discussing hyperfunctioning 
of the thyroid gland, he gives the following rules as to 
treatment as outlined by the thyroid clinic of the Uni- 
versity of Pennsylvania: 


Earl F. 


“1. Advise operation in the toxic nodular goiter, in 
severe thyrotoxicosis, in those with visceral complica- 
tions as ofthe liver, heart, pancreas and those who have 
had a try at irradiation. 


“2. Advise irradiation in the mildly or moderately 
toxic gland or soft gland, in toxic children, in those re- 
fusing surgery, in the too dangerous surgical risk and in 
recurrent postoperative hyperthyroidism which does not 
respond to iodine. Usually irradiation takes longer for a 
cure than surgery, but there is no mortality rate. 

“3. Advise so-called conservative care in mild border- 
line cases and those who refuse all other forms of treat- 
ment.” 

One should not wait for symptoms of myxedema 
before diagnosing a hypofunctioning thyroid. The most 
outstanding symptoms are undue fatigability and exhaus- 
tion following moderate exertion, inability to stand any 
sort of strain, physical or mental. As to treatment, 
structural lesions, psychic trauma and infection may be 
responsible and should be removed. Thyroid extract 
should be used in small amounts and gradually increased. 


The thymus gland should be considered clinically in 
conditions involving problems of fertility. Riceman quotes 
another authority to the effect that “‘we should be more 
cautious about the use of x-ray treatment over the 
thymus region, to avoid destroying a gland which may be 
of importance. An enlarged thymus is probably not as 
dangerous as was formerly supposed except when it 
interferes with respiration.’ ” 

The endocrine functions of the parathyroids, pancreas, 
pituitary, ovary and testes are discussed at length. He 
names many of the commercial products now available 
that may be used for deficiencies or dysfunctions of these 
glands. 
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*Nonsurgical Drainage of the Gallbladder.—James 
Franklin Blanchard has developed a special gastrointes- 
tinal table with a special continuous-flow gallbladder ap- 
paratus at the forward end of the table for the diagnosis 
and treatment of cholecystitis, cholangitis, choledochitis, 
and hepatitis. The equipment consists essentially of a 
bifurcated olive with large lumen and _ fenestrations, 
connected to injector and ejector hoses. The fenestra- 
tions on the in-flow, or injector side are smaller than the 
out-flow, or ejector side, permitting a pressure of one- 
half to one pound to be used when introducing a medicant. 
The return flow has four fenestrations, or double the ca- 
pacity of the injector; this makes it possible to withdraw 
mucus, and other material easily. The injector tube that 
carries the in-going fluid is attached to the injector valve, 
which in turn controls the medicant which has been pre- 
pared and placed in the pressure tank inside of the 
gastrointestinal table, upon which the patient reclines 
on his right side while taking the treatment. 

The treatment is based on the theory that when an 
alkaline solution (25 per cent magnesium sulphate is used 
by the author) under one-half to one pound of pressure 
is introduced into the duodenum at the orifice of the 
sphincter of Oddi, the sphincter will relax and the gall- 
bladder will contract, forcing bile into the duodenum. 
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Multiple Fibroids. George J. Conley, D.O., Kansas City, Mo.—p. 228. 


A Log of a Surgical Case. George J. Conley, D.O., Kansas City, 
Mo.—p. 231. 

Rupture of the Membranes. N. H. Hines, D.O., Kansas City, 
Mo.—p. 234. 


*Pin Worms. J. L. Jones, D.O., Kansas City, Mo.—p. 236. 
Postural ae Yale Castlio, D.O., Kansas City, Mo.—p. 242. 


“Manipulative Surgery.’’—p.247. 
Acute Anterior Poliomyelitis. Norman Leopold, D.O., Lakin, Kans. 
249. 

Robert C. 


P The Prevention and Cure of Ophthalmia Neonatorum. 
Craig, D.O., Harrisonville, Mo.—p. 253. 

*Pinworms.—Jones says that the diagnosis of pinworms is 
made by finding the worm or its eggs in the feces or deposited 
on the skin. Following a purge or enema, a search may be 
made of the feces. A magnifying hand lens may be used to 
find adult worms. It is best to look for pinworms over a dark 
background, the material to be examined being placed in a 
Petri dish. The eggs may be found in the feces, but it is best 
to scrape the anal folds and look for them there. 

The treatment of pinworms consists of medication to the 
gastrointestinal tract and external applications of 5 per cent 
ammoniated mercury ointment. Usually, it is children that 
become infected with worms and the anal region should be 
protected from scratching. After the application of the oint- 
ment, the child should be sewed in long underwear or night 
clothes. The child’s hands must be kept scrupulously clean. 
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LOS ANGELES 
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c Infections of the Hand. E. B. Houghtaling, A.B., D.O., San Diego, 
alif.—p. 5. 
The Importance of a Complete Obstetric History. S. 
D.O., Sacramento, Calif.—p. 9. 
*Actinic Therapy. W. 


E. Curran, 


T. Sechrist, D.O. whe Angeles.—p. 11. 


The Thyroid. Mary L. LeClere, 'A. O., Los Angeles.—p. 13 

Editorials: Wanted—Legionnaires. Dr. Rogers Elected A.O.A. 
President. 

300 New Members in Four Months. F. E. MacCracken, D.O., 
Fresno, Calif.—p. 19. 


*Actinic Therapy.—Sechrist classifies actinic rays ac- 
cording to their biologic and physiologic properties into six 
groups: bactericidal, antirachitic, erythema-producing, pig- 
ment-producing, visible, and short infra-red. He says that 
the most economical radiation equipment for the general 
practitioner consists of three lamps—a cold quartz gen- 
erator, an incandescent lamp, and an infra-red lamp. “For 
antirachitic rays the quartz lamp should be used at a long 
distance from the body, to filter out the bactericidal rays. 
For bactericidal work the lamp should be used within six 
or eight inches of the patient. For stimulating circulation 
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and healing in chronic sores, such as bed sores and vari- 
cose ulcers, the visible rays lamp should be used, followed 
by a short exposure of ultraviolet close to the patient. 
For relief of muscular soreness, use infra-red.” 





Book Notices 


A MANUAL OF THE COMMON CONTAGIOUS DISEASES. 
By Philip Moen Stimson, A.M., M.D., Aemenent Professor of Clinical 
Pediatrics, Cornell University, Medical 
Willard Parker Hospital; Chief of Staff, 
St. John’s Guild; Associate Attending Pediatrician, the New York 
Hospital; School Physician, the Horace Mann Schools, 1919-23; Presi- 
dent, the School Physicians Association, 1928-30. Cloth. Pp. 437, 
with 53 illustrations and 3 plates. Price $4.00. Lea & Febiger, 600 
S. Washington Square, Philadelphia, Pa. 1936. 

This is a compact, concise, well-balanced 
one of the very best on the subject. A new chapter on 
smallpox has been added, others re-written to meet the 
advances since the appearance of the first edition in 1931. 

In discussing poliomyelitis it is pointed out that the 
use of specific serums is the subject of great differences 
of opinion, “When individual patients showing marked 
manifestations of the preparalytic stage have been given 
a serum and have improved rapidly in the next few hours, 
the observers are of course convinced that the adminis- 
tration of such a serum is highly beneficial in certain 
cases.” However, “specific sera cannot be of specific bene- 
fit to patients with poliomyelitis after the onset of symp- 
toms referable to the central nervous system. Numerous 
compilations of statistics of treated cases compared with 
controls have failed to show any therapeutic benefit from 
the sera, either in reducing mortality or in preventing 
paralysis.” 

The various chapters are followed by good bibliogra- 
phies. 


College; Visiting Physician 
the Floating Hospital of 


manual, 





EVANS’ RECENT ADVANCES IN PHYSIOLOGY. Revised 
by W. H. Newton, M.D., M.Sc. (Manch.), Senior Lecturer in Physi- 
ology, University College, London. Cloth, Pp. 500, with 120 illus- 
trations. Price $5.00. P. Blakiston’s Son & Co., Inc., 1012 Walnut 
Street, Philadelphia, Pa. 1936. 

A very worth-while review of late literature on physi- 
ology. Of the twelve chapters, only four have been car- 
ried over from the latest previous edition, in 1930, and 
even these were greatly changed. 

The book aims to bring before the student who has 
worked through an ordinary textbook an account of some 
of the problems facing physiologists in recent years and 
thus to serve not only to enrich the student’s knowledge, 
but also to form a convenient bridge to help him into 
the original literature of those subjects. 





DELAFIELD AND PRUDDEN’S TEXT-BOOK OF PATH- 
OLOGY. Revised by Francis Carter Wood, M.D., Director of the 
Pathological Department, St. Luke’s Hospital, New York, Director of 
the Institute of Cancer Research, Columbia University, New "York. Cloth. 
Pp. 1406 with twenty-two full-page plates and 839 illustrations. Price 
10.00. William Wood & Co., Mount Royal & Guilford Avenues, 
altimore, 1936. 

The 16th edition of what has been an outstanding 
pathology text for more than half a century carries for- 
ward the traditions of a splendid heritage. Extensive re- 
visions have been made and new material added, some of 
the chief improvements being in the chapters on the 
nervous system and on muscles, bones and joints. Con- 
siderably more revision is called ‘for, however, in the next 
edition. 





HE TRUE PHYSICIAN: THE MODERN “DOCTOR OF 
} Nga OLD SC HOOL. ” By Wingate M. Johnson, M.D. Cloth. 
Pp. 157. Price, $1.75. The Macmillan Company, 60 Fifth Avenue, 
New York City. 1936. 


A very good discussion not only for new graduates, 
but also for some who have been out a long time, relat- 
ing to what one’s conduct should be in connection with 
many things concerning professional life. There are 
chapters on internship, location and type of work, the 
doctor as a student and as a citizen, the business side of 
practice, contacts with the law, and also the personal 
side of the doctor, including marriage, religion, etc. The 
full text of the principles of medical ethics of the Amer- 
ican Medical Association, with comments, is included. 
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ALLERGY OF THE NOSE AND PARANASAL SINUSES: 
A Monograph on the Subject of Allergy as Related to Otolaryngology. 
By French K. Hansel, M.D., M.S., Assistant Professor of Clinical 
Otolaryngology, Washington University School of Medicine; Fellow 
of the Association for the Study of Allergy, The Association of Resi- 
dent and Ex-Resident Physicians of the Mayo Clinic, the American 
Laryngological, Rhinological and Otological Society, and the American 
Academy of Ophthalmology and Otolaryngology. Cloth. Pp. 820, 
with 58 text illustrations and 3 color plates. Price $10. The C. Vv. 
Mosby Company, 3523 Pine Blvd., St. Louis, Mo. 1936. 


This book stands in a class by 
introducing the rhinologist to allergy and the 


itself as a means of 
allergist to 


rhinology. It goes much farther than its title indicates, 
including consideration of bronchial asthma,  gastro- 
intestinal allergy and migrane. The physiology of the 
nose and paranasal sinuses is included, the biochemistry 


of the secretions, the bacteriology of the nose and para- 
nasal sinuses, the roentgen examination of the paranasal 
sinuses, and allergy in general. The survey of the litera- 
ture is quite complete. 


TRANSACTIONS OF THE AMERICAN OSTEOPATHIC SO- 


CIETY OF PROCTOLOGY. Paper. Pp. 43. Published by the 
American Osteopathic Society of Proctology, Secretary, Dr. James E. 
Bolmer, Masonic Temple, Chillicothe, Ohio. 

A collection of the addresses given at the convention 
of the American Osteopathic Society of Proctology held 
in connection with the convention of the American Osteo- 
pathic Association at New York City, July, 1936, a roster 
of the officers and membership of the society. 


TECHNIQUE: 


Technicians. By Darmon 


ROEN TGENOGRAPHIC 
sicians, Students o, 


A Manual for Phy- 
Artelle Rhinehart, 


A.M., M.D., F.A.C , Professor of Roentgenology and Applied 
Anatomy, School of Nledicine University of Arkansas; Roentgen 
ologist to St. Vincent’s Infirmary, Boston State Hospital, Missouri 
Pacific Hospital, and the Arkansas Children’s Hospital, Little Rock, 
Ark. Cloth, Pp. 431 with 183 illustrations. Price, $5.50. Lea & 
Febiger, Washington Square, Philadelphia, Pa. 1936. 

A good text of roentgenologic technic for techni- 


and physicians who do 
themselves. It not only contains 
a section on electric currents, x-ray machines, tubes, dark 
equipment, ete. followed by experiments which 
every student of radiographic technic would do well to 
make, but it also gives a brief discussion of pathology and 
its relation to the x-ray findings in many 


students, 
work for 


medical 
entgenologic 


cians, some ro- 


room 


conditions, 


State Boards 


Florida 
The Florida State Board of Osteopathic Medical 
Examiners met at Tallahassee, October 6, 7 and 8. The 


following officers were elected: Chairman, Arthur G 
Chappell, Jacksonville; vice chairman, Dale C. Beatty, 
St. Petersburg; secretary-treasurer, Ralph B. Ferguson, 
Miami. The other members of the board are Norval 
E. Brown, Tampa, and E. W. Flynn, Tallahassee. 

The next examination of applicants is scheduled to 
be held on February 25, 26, and 27, 1937, at Miami. The 
new ruling of the Board requires that the completed 
application for examination and license must be in the 
hands of the secretary, Ralph B. Ferguson, First National 
Bank Building, Miami, at least thirty days prior to the 
date of the examination. 

owa 

The Iowa Board of Examiners in the Basic Sciences 
will conduct a written examination at the State Capitol, 
Des Moines, on January 14 at 9:00 a.m. Address all com- 
munications to E. A. Benbrook, Secretary, Iowa Basic 
Science Board, c/o Iowa State College, Ames. 

Maryland 

The following officers were elected at a recent meet- 
ing of the Board: President, E. F. Withers, Denton; vice 
president, Evelyn C. Luke, Hagerstown; secretary-treas- 
urer, LeGrande Bennett, Baltimore. The other members 
of the Board are Eunice B. Waugaman, Cumberland, and 
John W. Jones, Baltimore. 

Minnesota 
Duluth, was appointed recently 


Soard for a five year term, expiring January 1, 
He took the place of C. E. Mead, Red Wing. 


Marshall D. Moffat, 
to the 
1941. 





AND 
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November, !93¢ 


MEETINGS 


Missouri 
The following officers were elected recently: Presi- 
dent, Walter E. Bailey, St. Louis; vice president, Leon B. 
Lake, Jefferson City; secretary-treasurer, Homer E. Gor- 
rell, Mexico. 
North Dakota 
The following are members of the Board: George 
E. Hodge, Grand Forks, president; B. B. Bahme, Dickin- 
son, secretary-treasurer; and Gregory S. Mallarian, Fargo 
Vermont 
The next examinations of the Vermont Board of 
Osteopathic Examination and Registration will be held 
at Montpelier, January 28 and 29, 1937. Application forms 
may be secured from the secretary, R. L. Martin, 24 Elm 
Street, Montpelier. 
Conventions and | Meetings 
Announcements 





American Osteopathic 
Annual Convention, 
5-10. Program chairman, 


Association, Forty-First 
Stevens Hotel, Chicago, July 
Fred M. Still, Macon, Mo. 








convention, St. Petersburg, 
James A. Stinson, St. 
Valdosta, June, 
Henderson, Atlanta. 
Falls, November 
Whittenberger, 


Florida state 
rogram chairman, 


April, 1937. 
Petersburg. 
1937, 


state convention, Pro- 


vram chairman, Matt W. 
Idaho midwinter 
21, 22, 1936. Program 

Caldwell. 


Georgia 


meeting, Twin 
chairman, C. R. 


1937. 
1937. 


South Bend, 
Dodge City, 


Indiana state convention, 


Kansas state convention, Program 
chairman, Frank W. Shaffer, Salina. 

Louisiana state convention, Heidelberg Hotel, 
Rouge, October 31 and November 1. 
\. E. Stanton, Crowley. 

Minnesota state 
Program 


Baton 

P : *hairm: 
rogram chairman, 

May 7, 8 


convention, St. Paul, 1937. 


chairman, E. S. Powell, St. Paul. 
Montana state convention, Livingston, 
1937. Program chairman, C. W. Dawes, 
Nebraska state convention, 
chairman, E. H. Frech, Lincoln 


September 
Bozeman. 
1937 


Lincoln, Program 


New Hampshire state convention, Portsmouth, 1937. 

New York state convention, New York City, 1937 

North Carolina state convention, Burlington, May 29, 
1937. Program chairman, G. E. Holt, Burlington. 

Ohio state convention, Courtland Hotel, Canton, May 
16-18, 1937. Program chairman, J. P. Flynn, Alliance. 

Oregon midwinter meeting, Portland, January, 1937. 


Texas state convention, Houston, May, 1937. Program 


chairman, Reginald Platt, Jr., Houston. 
Utah state convention, Salt Lake City, 
Vermont state convention, Bennington, 
chairman, C. O. Gaskell, Rutland. 
West Virginia state convention, Elkins, 
Program chairman, Harry E. McNeish, 


1937. 


1937. Program 


June, 


June, 1937. 


Elkins. 





Official and Affiliated Organizations 


CALIFORNIA 


Citrus Belt Branch 

The following are the present officers and committee 
chairmen: President, C. A. Rice, Corona; vice president, 
A. C. Fulmor, Riverside; secretary-treasurer, Howard C. 
Atwood, Riverside; meeneren, A. E. Gooden, Riverside; 
public relations, R. . Lee, San Bernardino; public health 
and education, A Bordwell, Riverside; publicity, R. A. 
Galbraith, Riveride: program, E. B. Hoxsie, San Bernar- 
dino; legislation, E. R. King, Riverside; insurance, J. K 
Anderson, Ontario. 


East Bay Osteopathic Association 


At a meeting held on October 4 at Oakland, plans 
were made for an intensive membership drive over the 
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state. Frank E. MacCracken, Fresno, spoke on “The 
Diaphragm and Its Part in the Maintenance of Health.” 
Glendale Branch 


A meeting was held on September 23. Pearl Shrode 


Rittenhouse, Glendale, spoke on “Pleurisy With Effu- 
sion,” and a discussion by O. A. Dieterich, Glendale, fol- 
lowed. Glenn D.Caylor, Los Angeles, talked on legisla- 
tive plans, and Carle H. Phinney, lectured on the sub- 
ject, “Relation of the College to the Association.” 
Hollywood Osteopathic Luncheon Club 
\t a meeting held on September 29, Carle H. VPhin- 


ney, Los Angeles, 
On October 6, 
n “Indigestion.” 
Long Beach Osteopathic Luncheon Club 
Meetings were held on September 16, 23, 30, 
(ctober 7, 14, 2 


spoke on osteopathic education. 
Louis C. Chandler, Los Angeles, spoke 


and 


Long Beach Branch 

\ joint meeting with the ladies auxiliary was 

on September 22. Carle H. Phinney, Angeles, 
on osteopathic ao ly 

Los Angeles Branch 

held on October 12, 

spoke on and 


held 
spoke 


Los 


William W. W. 


illustrated “Pos- 


At a meeting 
ritchard, Los Angeles, 
tural Defects.” 

At a luncheon held on October 7, Mr. James F. Col- 
republican candidate for congress, spoke. 

Mother Lode Branch 
A meeting was held on September 26. 


lins, 


James C. Rule, 


Stockton, and H. H. Freyette, San Mateo, spoke on 
“Health.” Stephen E. Curran, Sacramento, described 
a new surgical technic for removing goiter. 


The October meeting was held on the 3lst, too late to 
be reported in this issue. 
Oakland Osteopathic Luncheon Club 
The following are the officers: President, Harold W. 


Llewellyn; secretary-treasurer, Edward I., Kushner, pro- 
vram chairman, Dean O'Neil, all of Oakland. 
Meetings were held on September 22, 29, and Oc- 


tober 5. 
Orange County Branch 
The officers and committee chairmen 


were reported 


in ‘THE JouRNAL for October, Additional committee chair- 
men are as follows: Membership, W. Illsley, Fuller- 
ton; hospitals, Horace W. Leecing, Santa Ana; public 
health and education, Hester Olewiler, Santa Ana. 
Pasadena Branch 
At a meeting held on October 15, Dain L. Tasker, 
Los Angeles, spoke on “The Art of Practice.” 


Sacramento Osteopathic Physicians and Surgeons Club 
At a recent meeting L. R. Daniels, Sacramento, spoke 
on “Osteopathic Hospitals.” At another luncheon meet- 
ing Una W. Cary, Sacramento, outlined plans for a dis- 
trict convention. 
Sacramento Valley Branch 
The first fall meeting was held on October 3. G. F. 
Coffee, Sacramento, spoke on “lroblems of the New 
Man in the Field,” O. E. a Stockton, “Problems 
of Hospitalization,” and 5. Rule, Stockton, “Problems 
of the Veteran Osteopathic ye Baa 7 
San Joaquin Valley Branch 


\ meeting was held on September 26 at Fresno. Les- 


ter R. Daniels, Sacramento, spoke,on “High Blood Pres- 
sure,” Frank E. MacCracken, Fresno, on membership, 
and Ralph W. Rice, Los Angeles, the national convention 
at New York City. 

DELAWARE 


State Society 


A meeting was held on September 24 at Wilming- 


ton. Raymond H. Rickards, Wilmington, spoke on 
“Examination of the Neurologic Patient.” Discussion was 
led by L. Van H. Gerdine, Denver. 

GEORGIA 


State Association 
A fall meeting was held on October 3 and 4 at At- 
lanta, C. Haddon Soden, Philadelphia, and Frank F 
Jones, Macon, were the principal speakers. 


IDAHO 
Boise Valley Osteopathic Society 
\ meeting was held on September 17 at Payette. ( 
R. Whittenberger, Caldwell, spoke on infantile paralysis 
and the management of burns 
The October meeting was held on the 15th at Nampa 
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ILLINOIS 
Chicago Osteopathic Association 
A meeting was held on October 1. D. D. Waitley, 
Evanston, spoke on “Football and Athletic Injuries.” 
Chicago—North Shore Osteopathic Society 
At a meeting held on October 19, Martin C. 
Chicago, spoke on “Osteopathic Technic.” 
Chicago—South Side Osteopathic Physicians’ Society 
The annual get-together meeting was held on Sep- 
tember 17 at one of the Japanese buildings on Wooded 
Island in Jackson Park. A trip through the building was 
made. 
A regular 


Beilke, 


October 
Unpub- 
During 


was held on 
spoke on “The 
Dysentery Epidemic 


luncheon meeting 
8. Joseph M. Blake, Chicago, 
lished Facts Regarding the 
the World’s Fair.” 

Chicago—West Suburban Osteopathic Society 

The first fall meeting of the year was held on Sep- 
tember 19 at the home of John P. Lycan, Oak Park. Ar- 
villa McCall, Evanston, lectured on her trip to Guatemala, 
illustrating the talk with colored motion pictures. The 
October meeting was held on the 18th at the home of 
E. P. Peterson, Oak Park, with Hal Shain speaking on 
artificial fever. 

Illinois Valley Osteopathic Society 

The following officers were elected on October 1: 
President, R. V. Herbold, La Salle, reelected; vice presi- 
dent, Geraldine Moriarity, Ottawa, reelected; secretary- 
treasurer, R. A. Palmer, Ottawa. 

The next meeting is scheduled to be 
ber 3 at Ottawa. 


Rockford Osteopathic Society 
\t a meeting held on October 15, Will O. 
Rockford, spoke on “The Nervous System.” 


Second District Illinois Osteopathic Association 

A meeting was held on October 8 at Freeport. 
following program was presented: “Lymph and 
R. B. Hammond, Rockford; “The Involuntary Nervous 
System,” “The Interpretation of Low Back Pain,” L. L. 
Facto, Des Moines; “Care of Athletes,” H. V. H: alladay, 
Des Moines. 


held on Decem- 


Medaris, 


The 


Fever,” 


The following officers were elected: President, B. J. 
Snyder, Fulton; vice president, Allen H. Miller, Rock- 
ford; secretary-treasurer, H. G. Arfstrom, Rockford. 


The next meeting is scheduled to be held on 


14 at Rockford. 
Sixth District Illinois Osteopathic Association 


\ meeting was held on October 7 at Decatur. 


Eighth District Illinois Osteopathic Association 

The October meeting was held at Greenville. 
tures and motion pictures on thermogenic 
arthritis were given; a lecture on 
tests was conducted by the 
Hospital; J. A. Overton, 
tion affairs. 


January 


Lec- 
treatment of 
practical laboratory 
staff of the Ottawa General 
Champaign, spoke on organiza- 


INDIANA 
State Association 


The thirty-eighth annual convention of the 
Osteopathic Association was held on October 7 
at the Lincoln Hotel, Indianapolis. The 
gram was presented: 

October 


Indiana 
and 8 
following pro- 


7—“President’s Address,” V. B. Wolfe, 
Walkerton; “Endocrine Problems in Osteopathic Prac- 
tice,’ and “Allergy,” Yale Castlio, Kansas City, Mo.; 
“Trend Toward Social Control of Medical Practice,” R. C 
McCaughan, Chicago, Executive Secretary of the A.O.A.: 
“Legislative Problems,” C. B. Blakeslee, Indianapolis; 
“Differential Diagnosis of Headache,” and “Osteopathic 
Case Analysis,” R. C. Hart, Chattanooga, Tenn.; “The 
Dental Consultant,’ Harry H. Nagle, D.D.S., Indian- 
apolis. 

October 8—Demonstration—Injection Treatment of 
Hernia, Walter S. Grow, Indianapolis; “Gleanings From 
the Treating Room and Bedside, J. E. Baker, Brazil; 
“Indigestion A Presenting Symptom,” and “Rationale of 
the Osteopathic Contribution to Gastrointestinal Ther- 
apy,’ Dr. Castlio 

The following 
Wolfe, Walkerton, 
Brink, Princeton; 
reelected; 


resident, V. B 
elect, C. Allen 
Swope, Richmond, 
Indianapolis, re- 


elected: | 
president 
Fred L 
Williams, 


officers were 
reelected: 

secretary, 

treasurer, Kate 
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elected; trustees for three years, Robert W. 
dianapolis, and F. A. Turfler, Jr., South Bend. 
he following committee chairmen have been ap- 

pointed: Insurance and program, L. A. Rausch, South 
Bend; membership, Randall Bass, Indianapolis; legisla- 
tion, C. B. Blakeslee, Indianapolis; exhibits, John Eagan, 
South Bend; nominating, Paul van B. Allen, Indianapolis; 
hospitals and clinics, A. B. Caine, Marion; districts, 
Frances Warner, Bloomington; budget, Kate Williams, 
Indianapolis; student recruiting, E. O. Peterson, La Porte; 
publicity, H. E. Forster, South Bend; A.O.A. conven- 
tion drive, Walter S. Grow, Indianapolis; statistics, D 
Ella McNicoll, Frankfort; editor monthly bulletin, Dr. 
Swope. 

First District Indiana Osteopathic Association 

A joint meeting with the Second District Indiana 
Osteopathic ama was held on September 18 at 
Anderson. William J. Loos, Chicago, spoke on “Diseases 
of the Kidney and New Methods of Diagnosis.” 

Second District Indiana Osteopathic Association 

(See First District Indiana Osteopathic Association) 


IOWA 
Linn County Society of Osteopathic Physicians 
and Surgeons 

A meeting was held on September 21 at Cedar Rapids. 

T. F. Lange, Cedar Rapids, discussed “The Thyroid.” 
Polk County Osteopathic Association 

At a meeting held on October 9, Prof. Earl Galloway, 
teacher of pharmacology and materia medica at the 
Des Moines College of Pharmacy, was the speaker. 

First District Iowa Osteopathic Association 

One of a series of district meetings held on October 
15 at Maquoketa. J. Stedman Denslow, Chicago, spoke 
on “Colitis, Its Causes and Treatment” and “Low Back 
Problems”; H. B. Willard, Manchester, on “Obstetrics 
as Practiced by the General Practitioner’; Miss Ava 
Johnson, Des Moines, “Medical and Public Health in 
Central Europe.” 

The following officers were elected: President, 
H. Grau, Muscatine; vice president, Thomas F. 
Cedar Rapids; secretary-treasurer, J. J. 
Toledo. 

Sixth District Iowa Osteopathic Association 

A meeting was held on October 22 at Des Moines. 
Wiliiam G. Sutherland, Mankato, spoke on “Intra-Cranial 
Articulations” and demonstrated technic for correction of 
intra-cranial lesions. Mr. Dwight James, attorney, spoke 
on “Can the Basic Science Law Be Amended?”; and D. 
FE. Hannan, Perry, on “Gleanings From Foreign Clinics.” 


KANSAS 
State Association 

At the annual convention held on October 11, 12 
and 13 at Larned, the following officers were elected: 
President, J. F. Dinkler, Emporia; vice president, L. O. 
Martin, Dodge City; secretary-treasurer, Raymond L. 
DeLong, Wichita, reelected; trustee, Raymond R. Wal- 
lace, Caldwell, 

The following committee my were appointed: 
Department of Professional Affairs, L. O. Martin, Dodge 
City; membership, Bayard S Twadell, Iowa; professional 
education and development, C. Frederick Smith, Kinsley; 
student recruiting, W. W. Wagner, Delphos; convention 
program, Frank W. Shaffer, Salina; convention arrange- 
ments, (general) Dr. DeLong, (local) Dr. Martin; hos- 
pitals, H. C. Wallace, Wichita; censorship, Sloan H. 
Nolen, Wichita; department of public affairs, B. L. Glea- 
son, Larned; publicity, Paul R, Jones, Greensburg; in- 
dustrial and institutional service, O. R. Muecke, Pratt; 
legislation, E. Claude Smith, Topeka; public health and 
education, J. S. Jilka, Lyons; clinics, Raymond R. Wal- 
lace, Caldwell; osteopathic exhibits, Paul L. Leeper, 
Hutchinson; maternal-child health and welfare, Thomas 
B. Powell, Larned; constitution and by-laws, Dr. Gleason; 
nominating, James B. Donley, Kingman. 

Arkansas Valley Society of Osteopathic Physicians 

ana Surgeons 

A meeting was held on September 24 at Russell. J. 
H. Earnshaw, Dodge City, spoke on “Highlights of the 
Rocky Mountain Conference.” 

The November meeting is 
Larned. 

Shawnee County Osteopathic Association 

At a meeting held on October 1, C. E. Brown, Topeka. 

reported on the A.O.A. convention at New York City. 


3arber, In- 


David 
Lange, 
Henderson, 


scheduled to be held at 
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Southern Kansas Osteopathic Association 
A meeting was held on September 8 at Arkansas City. 
Raymond R. Wallace, Caldwell, J. B. Donley, Kingman, 


and F. L. Barr, Arkansas City, were the speakers. 

The following officers were elected: President, Dr. 
Wallace: vice president, Dr. Barr; secretary-treasurer, C. 
E. Mitchell, Kiowa. 


The October meeting 
20th at Oxford. 
Southwestern Kansas Society of Osteopathic Physicians 

and Surgeons 

\ meeting was held on September 8 at Garden City. 
O. L. Hutchins, Ulysses, presented a paper on “Diabetes 
Mellitus,” which was followed by a general discussion. 


MAINE 
State Association 

The fall meeting of the Maine Osteopathic 
tion was held on October 3 at Bangor. 
ducted in the morning by Orel F. Martin, Boston. In 
the afternoon the following program was presented: 
“Vitamins and Vitamin Therapy,” Mr. Albert J. Hanson, 
Arlington, Mass.; “Some Experiences of a Woman Phy- 
sician in General Practice,’ Martha A. Gifford, Bangor; 
“Technic,” Edward L. Johnston, Waterville; “Correct 
Shoes for Corrected Feet,” Mr. Roy Farley, Brewer; 
“Intestinal Worms,” Monroe E. Beverly, Augusta. 


MASSACHUSETTS 
Worcester District Osteopathic Society 
At a meeting held on October 14, Joseph C. 
Boston, spoke on various phases of cancer. 


MINNESOTA 
Southern District Meeting 

At a meeting held on October 2 and 3 at 
the following program was presented: 

October 2—‘Address of Welcome,” J. 
bert Lea; “Practical Laboratory . 
Albert Lea; “Infant Care,’ Mary E. Golden, Des Moines; 
“Osteopathic Discussion,” W. H. Albertson, Austin. 

October 3— ‘Osteopathic Therapeutics,” and “Prob- 
lems of Diagnosis,” A. D. Becker, Des Moines; “Bedside 
Care of Children,’ Dr. Golden; “General Technic,” Drs. 
Golden and Becker. 


was scheduled to be held on the 


Associa- 
Clinics were con- 


Basso, 


Austin, 


H. Voss, Al- 
Diagnosis,” S. J. Dahl, 


MISSOURI 
State Association 
The following officers were elected on October 18: 
President, T. O. Pierce, St. Joseph; 1st vice president, Collin 


Brooke, St. Louis; 2nd vice president, Myrtle Dickey, 
Joplin; secretary-treasurer, H. E. Litton, Kirksville, re- 
elected. 


Buchanan County Osteopathic Association 

At a meeting held on September 24 the following 
officers were elected: President, W. E. Hartsock; vice 
president, W. W. Grow; secretary-treasurer, C. L. Fergu- 
son; trustee, E. D. Holme, all of St. Joseph. 

North Central Missouri Osteopathic Association 
A meeting was held on September 27 at Cameron. 
E. G. Weed, St. Joseph, spoke on his trip to European 
clinics. 

The following officers were elected: 

Axtell, Princeton; vice president, G. 
din; secretary-treasurer, G. W. Held, 
Grace Simmons, Milan. 

Northwest Missouri Osteopathic Association 

At a meeting held on September 24 at St. Joseph, the 
following officers were elected: President, I. C. Pray, Al- 
bany; vice president, Willis E. Paul, Mound City; secre- 
tary-treasurer, R. R. Reynolds, Maysville; trustee, E. L. 
Wood, Bethany. 

West Central Missouri Osteopathic Association 

At a meeting held on October 1 at Clinton, E. M. 
King, Springfield, spoke on “Sinus Infection,” and Wil- 
liam Wetzel, Springfield, discussed “Gallbladder Involve- 
ments.” 

The following officers were elected: 
Darrow, Independence; vice president, 
Slater; secretary-treasurer, Edith Salmon, Appleton City; 
trustee for three vears, E. H. Owen, Harrisonville. 

The next meeting will be held at Marshall on No- 


vember 12. 
MONTANA 
State Association 
The following officers were elected on 
9: President, Tack E. Cox, Lewiston; 


President, Byron 
H. Kroeger, Pur- 
Dalton; trustee, 


President, G. E. 
R. H. Nuckles, 


September 
vice president, R 
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H. Armond, Great Falls; 
Strowd, Glendive, reelected. 

The committee chairmen are as follows: Membership, 
Alice Strowd, Glendive; professional education and pro- 
fessional development, Mabel Payne, Columbus; hospitals, 
K. S. Lowell, Eureka; censorship, S. I. Border, Bozeman; 


secretary-treasurer, J. H. 


student recruiting, L. D. Barbour, Three Forks; public 
health and education, C. W. Turner, Denton; industrial 
and institutional service, R. A. Elliot, Forsythe; clinics 


and convention arrangements, R. K. Maier, Livingston; 
publicity, Asa Willard, Missoula; statistics, J. R. Mathis, 
Miles City; convention program, C. W. Dawes, Bozeman; 
legislation, G. A. Dutt, Great Falls; displays at fairs and 
expositions, George H. Payne, Columbus. 


NEBRASKA 
State Association 
The following officers were elected at the thirty- 
seventh annual convention of the Nebraska Osteopathic 
Association at Hotel Fontennelle, Omaha, September 21, 


22 and 23: President, P. F. Kani, Omaha; vice president, 
E. H. Frech, Lincoln; secretary, I. D. Gartrell, Clay 
Center, reelected: treasurer, Angela McCreary, Omaha, re- 
elected. 

The following committee chairmen have been ap- 
pointed: Membership, I. P. Lamb, Palisade; student 
recruiting, C. L. Peterson, Beatrice; industrial and insti- 


tutional service, N. A. Zuspan, Grand Island; clinics, con- 
vention arrangements, and displays at fairs and exposi- 
tions, H. R. Schickley, Lincoln; publicity, O. D. Ellis, 
Lincoln; convention program, Dr. Frech; legislation, C. 
E. Brown, Nebraska City. 


NEW JERSEY 
Bergen County Osteopathic Society 
At a joint meeting with the Passaic County Oste- 
opathic Society held on October 13 at Ridgewood, Her- 
bert Weber, East Orange, spoke on and demonstrated 
“The Care and Prevention of Athletic Injuries.” 
Passaic County Osteopathic Society 
(See Bergen County Osteopathic Society.) 


NEW MEXICO 
State Association 

At the fifth annual convention of the New Mexico 
Association of Osteopathic Physicians and Surgeons held 
on September 4 and 5 at Silver City, the following offi- 
cers were elected: President, J. Paul Reynolds, Roswell; 
vice president, H. S. Rouse, Roswell; secretary-treasurer, 
L. C. Boatman, Santa Fe, reelected. 

The following committee chairmen have been ap- 
pointed: Membership, Hurst, Raton; professional 
education, L. M. Pearsall, Albuquerque; hospitals and in- 
dustrial and institutional service, H. E. Donovan, Raton; 
censorship, executive committee; student recruiting, Dr. 
Rouse; public health and education, C. M. Bueler, Tucum- 
cari; clinics, H. T. Willoughby, Hagerman; publicity, 
Paul E. Van Pelt, Willard; statistics, Dr. Boatman; con- 
vention program, Clarence E, Hoerman, Mountainair; 
convention arrangements, Drs. Hoerman and Van Pelt; 
legislation, Caroline C. McCune, Santa Fe; professional 
development, [|-ouise A. Hatten, Gallup. 


NEW YORK 
State Society 

The thirty-eighth annual convention of the New York 
Osteopathic Society was held at Hotel Niagara, Niagara 
Falls, October 3 and 4. The members of the Ontario 
Academy of Osteopathy met with them. 

The following scientific program was presented: 

October 3—“Some Results of the Amended Compen- 
sation Law,” Albert W. Bailey, Schenectady; “Between 
the Lines,” Claude M. Bancroft, Canandaigua; “This Pa- 
tient,” Percy Evan Roscoe, Cleveland; “Public Relations,” 
Thomas R. Thorburn, New York City; “Diagnostic 
Criteria of Common Heart Disorders,” Ralph L. Fischer, 
Philadelphia; “Diagnosis of Common Heart Disorders,” 
Paul T. Lloyd, Philadelphia; “Diabetes,” Stanley G. Ban- 
deen, Louisville. 

October 4—Discussion on Dr. 
ard B. Herdeg, Buffalo; “Angina Pectoris and Coronary 
Occlusion,” Dr. Fischer; “The Imperativeness of Com- 
plete Roentgen Examination,” Dr. Lloyd; general discus- 
sion led by W. LeVerne Holcomb, Buffalo; “Early 
Diagnosis of Malignancy,” Louis C. Kress, M. D., of 
the New York State Institution for the Study of Ma- 
lignant Disease, Buffalo; “Resume of Convention High- 
lights,” F. C. Humbert, Syracuse. 


Bandeen’s paper, How- 
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The following officers have been elected: President, 
J. R. Miller, Rome, reelected; vice president, Florence 
D. Kemmler, Rochester, secretary, Allen S. Prescott, 
Syracuse, reelected; treasurer, Geraldine W. Wilmot, New 
York City, reelected. 
Central New York Osteopathic Society 
At a meeting held on September 30, John R. Miller, 
Rome, discussed osteopathic treatment for compensation 
cases. 
The following officers were elected: President, John 
H. Finley, reelected; vice president, Fred I. Gruman, re- 
elected; secretary, Francis J. Beall, Jr.; treasurer, Wil- 
liam E, Kaufmann, all of Syracuse. 
Osteopathic Society of the City of New York 
The following are the present officers and commit- 
tee chairmen: President, R. McFarlane Tilley, Brooklyn, 
reelected; vice president, Mildred J. Van Riper, Flushing, 
L. L, reelected; secretary, E. Campbell Berger, New York 
City; treasurer, Ethel Traver, New York City, reelected; 
membership, Dr. Van Riper; vigilance committee, Alexan- 
der Levitt, Brooklyn; public relations, Helen M. Dunning, 
New York City. 
OHIO 
Lorain and Erie County Osteopathic Society 
A meeting was held on September 30 at Sandusky. 
H. L. Knapp, Elyria, spoke on his trip to California. 
Southeastern Ohio Osteopathic Society 
W. Paul Roberts, Zanesville, reports that a meeting 
was held on September 24. J. D. Sheets, Marietta, spoke 
on “Diagnosis of Bladder and Kidney Disease.” The fol- 
lowing are the present officers and committee chairmen: 
President, Lorenzo E. Butts, Nelsonville; vice president, 
a Larrick, Cambridge; secretary-treasurer, Dr. Rob- 
erts, reelected; program, Dr, Sheets; legislation, J. E. 
Wiemers, Marietta, and G. O. Smith, Marietta; hospitals, 
L. M. Bell, Marietta, and Dr. Roberts; industrial, Dr. 
Butts; student recruiting, L. F. Licklider, Zanesville, and 
H. M. Rothman, New Lexington. 
Trumbull County Osteopathic Society 
The following are the present officers and committee 
chairmen: President, H. C. Seiple, Warren, reelected; 
vice president, G. Roy Davis, Niles; secretary-treasurer, 
L. E. Sowers, Warren, reelected; professional education, 
Hyde H. Storey, Warren; censorship, J. F. Reid, Warren, 
and J. M. Harper, Niles; student recruiting, John J. 
Mahannah, Warren; public health and education, E. C. 
White, Warren; industrial and institutional service, Dr. 
White; publicity and legislation, Dr. Reid; professional 
development, Owen L. Wright, Girard. 
Second (Cleveland) District Osteopathic Society 
The regular meeting was held on October 5. James 
Dickson, Cleveland, spoke on orthopedics, illustrating 
his talk with slides and motion pictures. 
Third (Akron) District Osteopathic Society 
At a meeting held on October 7, Charlotte Weaver, 
Akron, spoke on “Etiologic and Therapeutic Impor- 
tance of the Third Cranial—First Cervical Interarticular 
Relationships.” 
Fourth (Columbus or Central) Ohio Osteopathic Society 
A meeting was held on October 8 in Marion. M. E. 
Clark, Indianapolis, Ind., spoke on “Osteopathy, a Com- 
parison of the Old and the New.” 
Fifth (Dayton) District Osteopathic Society 
At a meeting held on September 24, Tracy M. Patrick, 
Norwalk, spoke on “Injection Treatment of Hernia.” 
At the October 21 meeting, Harvey J. Pierce, Green- 
ville, spoke on “Osteopathic European Clinical Tour.” 


OKLAHOMA 
Central Oklahoma Osteopathic Association 
At a meeting held on September 12, Rev. Mr. Smith, 
Okeemah, spoke on “The Relation of Minister and Doctor 
to Patients.” 


The following officers were elected: President, Paul 
J. Smith, Chandler; vice president, Merrill S. Bartlett, 
Ada; secretary-treasurer, Martin H. Bartlett, Ada. 


A meeting was held on October 3 at Weleetka. Rob- 
ert B. Beyer, Checotah, reported on the “Osteopathic 
European Clinical Tour.” 

The November meeting will be held at Konowa. 


Kay County Osteopathic Association : 
A meeting was held on October 8 at Ponca City 
The motion pictures, “The Relation of Cervical Suture 


to Wound Healing,” and “Excision of the Palmer Fascia,” 


were shown. 
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Tulsa District Osteopathic Association 

The following officers were elected on_September 9: 
President, Paul F. Benien; vice president, Fred R. Halla- 
day; secretary-treasurer, J. Mancil Fish, reelected, all of 
Tulsa. 

The following committee chairmen have been ap- 
pointed: Membership, H. C. Baldwin; professional edu- 
cation and public health and education, F. C. Card; hos- 
pitals and clinics, l.. A. Reiter; censorship, A. G. Reed; 
student recruiting, A. V. Fish; industrial and institutional 
a C. D. Heasley; Cen C. L. Conwell; statistics, 

: Harth; legislation, H. Meyers, all of Tulsa. 

"The regular caone ag meeting was held on October 
7. Paul F. Benien and L. A. Reiter, both of Tulsa, pre- 
sented case histories. 


OREGON 
State Association 


The officers were reported in THe JourNat for Au- 
gust. The following committees have been appointed: 
Student recruiting, C. H. Beaumont, Portland; clinics, 
I. J. Neher, Portland, L. R. Purbey, Portland, and C. T 
Smith, Hillsboro; publicity, G. L. Gates and J. A. van 
Brakle, both of Portland; convention program, Margaret 
Ingle, LeGrande, L. H. Howland, Portland, and F. D. 


convention arrangements (social), V. 
legislation, G. E. Holt, Pendleton, 


Logue, The Dalles; 
V. Leweaux, Portland; 


F. S. Richards, Forest Grove, and W. C. Zeller, Salem; 
graduate location, D. E. Reid, Lebanon, R. L. Eaton, 
Oregon City, and H. W. Paine, Oregon City. 
Portland Osteopathic Society 
The following officers recently were elected: Presi- 
dent, E. G. Houseman; secretary, E. T. Parker, both of 
Portland. 
PENNSYLVANIA 
State Association 
The following officers were elected on October 10: 
President, George T. Sill, Allentown; president elect, H. 


Willard Sterrett, Philadelphia; secretary, J. E. Barrick, 
York, reelected; treasurer, Harvey Orth, Lewistown. 
Lehigh Valley Osteopathic Association 
A dinner meeting was held on October 1 at Strouds- 
burg. Edward G. Drew, Philadelphia, spoke on “Low 
Back Pains—Its Relationship to Headaches and Various 
Other Disturbances.” 


SOUTH DAKOTA 
Southeastern South Dakota Osteopathic Association 
At a meeting held on September 13 the following 
officers were elected: President, M. W. Myers, Parker; 
secretary, H. W. O’Banion, Canton. 
A meeting was scheduled to be held on October 18 
at Madison. 
TENNESSEE 
State Association 


The thirty-eighth annual convention of the Tennessee 


Osteopathic Association was held on October 26 and 
27 at Peabody Hotel, Memphis, too late to be reported 
in this number of THE JOURNAL. 

TEXAS 


Dallas County Osteopathic Association 
At a meeting held on September 19 at Dallas, R. H. 
Peterson, Wichita Falls, was the principal speaker. 
Houston Osteopathic Association 
A meeting was held on October 1 at Houston. 
Lower Rio Grande Valley Osteopathic Association 
A meeting was held on September 26 at McAllen. 
The following program was presented: “Report of the 
State Convention,” Lloyd Davis, McAllen; “Foot Correc- 
tion,” Jacobine Kruze, San Benito; “Diagnosis, Prog- 
nosis and Treatment of Internal Hemorrhoids,” A. O. 
Scharff, McAllen. 
VERMONT 
State Association 
following officers were elected on October 8: 
R. Kenneth Dunn, Brattleboro; vice president, 


The 
President, 


Thomas P. Dunleavy, Barre; secretary-treasurer, Kath- 
leen Hunt, Middlebury, reelected; executive committee, 
R. L. Martin, Montpelier, H. A. Drew, Barre, and H. I. 
Slocum, Middlebury; program chairman, C. O. Gaskell, 
Rutland. 
Rutland County Osteopathic Association 

At a meeting recently at Rutland, the Rutland 

County Osteopathic Association was organized. The 


AND MEETINGS 
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following officers were elected: President, H. K. Sher- 


burne, Jr.; vice president, Eli Lifter; secretary-treasurer, 
Malcolm MacDonald, all of Rutland. 
WASHINGTON 


King County Osteopathic Association 

At a meeting held on October 8 at Seattle, 
lowing program was presented: 
teopathy,”’ A. B. Ford; “Rib 
“Control of Gastric Acidity,” 


the fol- 
“Philosophy of Os- 
Technic,” J. T. Slaughter; 
Rosetta Shortridge, all of 


Seattle. 
__WEST VIRGINIA 
Tri-State Osteopathic Society 

- At a meeting held on October 14 at Hagerstown, 
N. E. Smith, Charles Town, was the speaker. The fol- 
lowing officers were elected: President, T. A. Titus, Mar- 
tinsburg; vice president, Dr. Smith; secretary-treasurer, 
Theodore L. Sharpe, Martinsburg. 

CANADA 


Ontario Academy of Osteopathy 
(See New York Osteopathic Society.) 





Special and Specialty Groups 


American College of Osteopathic Surgeons 

At the annual convention held on October 5, 

7 at Denver, the following scientific program 
sented: 

October 5—“Electrical 


6, and 
was pre- 


Peristalsis,’ Harold A. Fen- 
ner, North Platte, Nebr.; discussion led by George Gard- 
ner, Maryville, Mo.; “Secondary Sex Characteristics and 
their Importance in Surgical Diagnosis,” Q. W. Wilson, 


Wichita, Kans.; “Gas Anesthesia,” Harold H. Martin, 
Denver; “Intern Training,” E. G. Drew, Philadelphia; ad- 
dress by Russell C. McCaughan, Chicago, Executive 
Secretary of the A. O. A. 


October 6—‘“‘Surgical 
LP. Schwartz, Des Moines; 
ley, Tulsa, Okla; 


Treatment of Cholecystitis,” J. 
discussion led by C. D. Heas- 
“Treatment of Carcinoma of the 


Cervix,” H. C. Wallace, Wichita, Kans.; discussion led by 
Frank P. Walker, St. Joseph, Mo. 
October 7—“Transurethral Prostatic Resection,’ Ed- 


ward B. Jones, Los Angeles; discussion led by O. O. 
Bashline, Grove City, Pa.; “Total Hysterectomy Versus 
Supravaginal Hysterectomy,” A. C. Johnson, Detroit; 
“Postoperative Osteopathic Care,” George M. Laughlin, 
Kirksville, Mo.; discussion led by B. L. Gleason, Larned, 
Kans.; “Fractures,” William Jenney, Long Beach, Calif.; 
discussion led by George M. Laughlin, Kirksville, Mo. 
The following officers were elected on October 7: 
President, J. P. Schwartz, Des Moines; vice president, 


©. O. Bashline, Grove City, Pa.; secretary-treasurer, A. 
C. Johnson, Detroit; trustee, H. C. Wallace, Wichita, 
Kans. 


Middle Atlantic States Osteopathic Association 

The following officers were elected on September 
26: President, H. S. Liebert, Richmond, Va.; vice presi- 
dent, Ella Hardin, Durham, N. Car.; secretary-treasurer, 
Felix D. Swope, Washington, D. C., reelected. Dr. Swope 
was also appointed chairman of convention program and 
arrangements committees. 


New England Osteopathic Association 
\ meeting was held on September 25 , and 26 at 
Hotel Emerson, York Harbor, Maine. The scientific pro- 
gram was as follows: “The Low Back Problem,’ Richard 
E. Martindale, Providence, R. I.; “That Troublesome Case 
of Arthritis,” Jane Wilson Hall, Scarboro, Maine; “Labor 
and How to Avoid Complications,” Frank M. Vaughan, 


Boston; “The Electrical Impedance of the Human Body,” 
Dr. J. Warren Horton, Ipswich, Mass., scientific investi- 
vator for Massachusetts Institute of Technology; “Can- 
cer,” Orel F. Martin, Boston. 
Osteopathic Clinical Society 
A meeting was held on October 11 at Harrisburg, 


Pa. The following program was presented, “Pneumonia,” 
G. J. Moeschlin, Lebanon, and John Ulrich, Steelton; 
“Endocrinology,” Ruth Deiter and Fred Ramey, both of 
Harrisburg. Clinics were conducted in the afternoon. 
Southwestern Internists Group 

The first annual convention was held on October 21 
and 22 at Oklahoma City, Okla., too late to be reported 
in thie number of THE JOURNAL. 
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Leading Titles in 


December Osteopathic Magazine 


A Page from the Autobiography of O. J. and the effectiveness of osteopathy in certain 

Snyder, D.O. types. 

Dr. Snyder, a physician with thirty-seven years 

of austen, el a visit to the home of a Aunt Mary’s Christmas Check. By  Elize- 
relative, discusses with him the wide field of beth Fraser : 

conditions which osteopathy treats and is given The story of how a children's osteopathic clinic 
an opportunity of demonstrating on a member became the ultimate beneficiary of a young 
of the household its efficacy in pneumonia. mother's Christmas check. 

Acidosis—lIts Cause and Cure. By Harold Life’s Sunset. By Garfield Inwood, D. O. 
1. Magoun, D. O. Osteopathic treatment, begun early in life, as 
An unusually clear explanation of the acid- a preventive of senile dementia is shown to be 
alkali balance that must be maintained in the a safety measure insuring a peaceful and health- 
body for a state of health; osteopathy's role in ful old age. 
removing physical causes of disturbances; the . 
harmful effects of physics, and a word as to Some lilustrious Ancestors of the Bible. 
diet. By Harriet Osborne 

Surprising and interesting facts about a famous 

Osteopathy and Anemia. uitinn of Bibles, ae the hobby of Bishop 
Dr. Burns, whose osteopathic research has been Quayle, now in the possession of Baker Univer- 
outstanding, discusses the role of the liver in sity, described by the Librarian of the Uni- 
blood building, the causes and types of anemia, versity. 


Osteopathic Health No. 84 (Dec.) 





OSTEOPATHIC MAGAZINE 
An Unwelcome Guest 


: Delivered in Bulk to Your Office Annual Contract Single Order 
Est, Drink and Be Merry—but I nscale $6.00 per 100 $6.50 per 100 
when the stomach rebels, take Ree ea, 5.00 per 100 5.50 per 100 
warning. 
OSTEOPATHIC HEALTH 

Prophylaxis of the Eyes Delivered in Bulk to Your Office Annual Contract Single Order 
: : I II OI asi essscicrisiideslcsiapsiempbiiiaiinninslibaie $4.00 per 100 $5.00 per 100 

How Osteopathic Lesions may af- 
. Pe OD I cvccennscetsninteieerivnniinveminsiionnhninmunn 3.75 per 100 4.75 per 100 

fect the eyes and be responsible 
for poor vision and eyestrain. 5% for cash on orders of 500 or more. Mailed direct to list—$1.50 per 100 


extra without professional card; $2.50 per 100 extra with professional card. 
Professional card free on orders of 50 or more. Shipping charges prepaid 


Disorders of Kidney Function (except foreign). Samples on request. 
The work of the kidneys explained, Both mail for one cent if sent unsealed and without enclosures. 


American Osteopathic Association, 540 N. Michigan Ave., Chicago. 


and the importance of normal 
nerve and blood supply for proper 


Senstion. Please send________ copies of 
Osteopathic Magazine, _______Issue With professional card. ___ 
Osteopathic Health, No.-_+---_-—_—s-- Without professional card— 
Name 
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APPLICATIONS FOR 
MEMBERSHIP 


Arkansas 
Paul, C. O. (Renewal), 
64 Spring St., Eureka Springs 
California 
McMath, W. Paul (Renewal), 
835 W. 16lst St., Gardena 
Hopkins, Clarence E. (Renewal), 
6777 Hollywood Blvd., Hollywood, 
Los Angeles 
Scott, J. Wesley (Renewal), 
542 S. Broadway, Los Angeles 
Sprecher, Eldo C., 
119 Hill Bldg., Merced 
Cunningham, C. E. (Renewal), 
939 Bank of America Bldg., 
Diego 
Crawtord, Ada B. (Renewal), 
466 Geary St., San Francisco 
Smith, Carl W., COPS °36, 

395 West Sixth St., San Pedro 
lL.yman, Florence Craft (Renewal), 
12291%4 State St., Santa Barbara 

Williams, Silas (Renewal), 

808 Main St., Santa Paula 
Penrose, John Thompson (Renewal), 
201 E. Philadelphia St., Whittier 
Phares, Paul F. (Renewal), 

Woodland 


San 


Colorado 
Giehm, Donald C. (Renewal), 
1-2 Lashley-Persons Bldg., 
Connecticut 
Beach, O. Lamson (Renewal), 
8 Bishop Road, West Hartford 
Delaware 
Golden, Abraham A., 
1009 Washington St., Wilmington 
Florida 
Brown, H. L. (Renewal), 
221 N. E. 79th St., Miami 
Richardson, D. D. (Renewal), 
221 N. E. 79th St., Miami 


Georgia 


3oulder 


Means, C. A., 
606 Church St., Marietta 
Idaho 
Hughes, D. W. (Renewal), 
432 First Nat’l Bank Bldg., Boise 
Rogers, Chas. E, (Renewal), 
Kasiska Bldg., Pocatello 


Illinois 
Mayhew, George A. (Renewal), 
405 W. Court St., Cambridge 
Hutson, Clara E. (Renewal), 
Swearingen Bldg., Chestnut 
Main, Canton 
Miller, Harry T. (Renewal), 
Reichert Bldg., Canton 
Jones, Effie O. (Renewal), 
32 W. Randolph St., Chicago 
Wells, B. F. (Renewal), 
4831 N. Spaulding Ave., Chicago 
Blakesley, Roy J. (Renewal), 
1604 Chicago Ave., Evanston 
Ennis, B. K., 

505 W. State St., Jacksonville 
Van Arsdale, Charles O. (Renewal), 
41 S. Prospect Ave., Park Ridge 

Fossler, Wellington C., 
Port Byron 
Howd, Albert O. (Renewal), 
316 W. C. U. Bldg., Quincy 
Moershall, Raymond A. (Renewal), 
305 W. Union St., Wheaton 


Iowa 
Meyer, S. W. (Renewal), 
General Hospital, Algona 
Gillies, Glenn W., 
1005 Court St., Bedford 
Stephenson, Troy C. (Renewal), 
521 Main St., Cedar Falls 


and 





Garton, J. G.,, 
Chariton 
Harrison, Leo C. 
Cherokee 
Jack, Ralph W., 
403 Perry Apts., Davenport 
Johnson, H. E. (Renewal), 
Dayton 
House, Dale S. (Renewal), 
604 Roshek Bldg., Dubuque 
Steckler, J. F. (Renewal), 
Box 102, Eldora 
Jennings, Harold H. (Renewal), 
329 Foresters Bldg., Mason City 
Doyle, LeRoy A. (Renewal), 


(Renewal), 


Osage 
Green, Marvin E. (Renewal), 
518 Lake Ave., Storm Lake 
| Stookey, C. Owen (Renewal), 


Vinton 


Gotshall, Burton M. (Renewal), 


| McCartney, E. F. 


| Jacquith, 


904-5 Waterloo Savings Bank Bldg., 
Waterloo 
Kansas 
(Renewal), 
Connelly Bldg., Colby 
Kerwood, Ira F. (Renewal), 
144% S. Washington St., Iola 
Rogers, Ida M. (Renewal), 
507 Laramie St., Manhattan 
Louisiana 
Funk, Guy T., 
1117. Maison-Blanche 
Orleans 


Bldg., New 
Maine 
Randolph, Franklin (Renewal), 
Friendship St., Waldoboro 


Massachusetts 

Lane, George M. (Renewal), 

279 Marlborough St., Boston 
Leach, Albert E., 

279 Marlborough St., Boston 
Campbell, Mary A. (Renewal), 

25 Avon St., Cambridge 
Jackson, Richard W., 

30 Upland Road, Cambridge 
Jones, Wilger L. (Renewal), 

32 Franklin St., Worcester 


Michigan 
Antes, F. L. (Renewal), 
714 Francis Palms Bldg., Detroit 
Page, Fred J. (Renewal), 
12065 Wyoming Ave., Detroit 


Missouri 

Ruff, Jean H. (Renewal), 

300 H & H Bldg., Cape Girardeau 
Ingels, J. Paul (Renewal), 

120a S. Main, De Sota 
Cornelius, J. L. (Renewal), 

Hale 
Beaven, W. C., 

305 Virginia, Hannibal 
Durden, William Vernon (Renewal), 


Higbee 

Chute, Donald Everett, KCOS ’'36 
(Jan.), 
P. O. Box No. 9, Jacksonville 


Derfelt, D. W. (Renewal), 
1618 Joplin St., Joplin 
Marbaugh, Harry D., 
1930 Bird Ave., Joplin 
Kjerner, Samuel H. (Renewal), 
709 Waldheim Bldg., Kansas City 
Casner, V. H 
Kirksville 
Delbridge, Donald C. (Renewal), 
205 E. Jefferson St., Kirksville 
Phillips, E. J. (Renewal), 
Knox City 
Baize, R. (Renewal), 
Laddonia 
Savera Marie (Renewal), 
Maryville Osteopathic and Surgical 
Clinic, Maryville 
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Keethler, A. M. (Renewal), 

122 South Market St., Memphis 
Jolly, Benj. S. (Renewal), 

201 W. Reed, Moberly 
Mill, M. C. (Renewal), 

New Madrid 
Carrico, C. J. (Renewal), 

5266 Delmar Blvd., St. Louis 
Slaughter, Betty H.., 

4019 Lindell Blvd., St. Louis 
James, I. L. (Renewal), 

415 Woodruff Bldg., Springfield 
Cox, George W. (Renewal), 

Webb City Bank Bldg., Webb City 
Moffet, T. C. (Renewal), 

303 E. Benton, Windsor 


Montana 
Anderson, J. G. (Renewal), 
Ekalaka 
Nebraska 
Brown, Donald O. (Renewal), 
Eustis 
Ellis, Orville 
734 Stuart 


D. (Renewal), 
Bldg., Lincoln 


New Hampshire 
Steady, Karl A. (Renewal), 
613 Main St., Laconia 


New Jersey 
Booth, Paul E. (Renewal), 
519 Main St., East Orange 
Alvarez, Vincent, 
124 West Atlantic 
Heights 
Gibby, Marshall W., PCO ’36, 
46 Green Village Road, Madison 
Lansing, James B. W. (Renewal), 
231 N. Broad St., Manasquan 


Ave., Haddon 


| Skilling, Donald, PCO 36, 


37 Grove St., Passaic 

Powell, Robert H.., 
3roadway and Pitman Aves., 
man 

Pepin, Leonard J. (Renewal), 
861 Queen Ann Road, Teaneck 


New Mexico 


Pit- 


| Roberts, Dewey Hobson (Renewal), 


| Domingues, J. A., 


Roberts Hospital, Jal 
KCOS °36, 


New York 
Ganzenmuller, Albert, PCO 
94 Etna St., Brooklyn 
Harter, Fred (Renewal), 
43 Main St., Hoosick Falls 
Kurtz, Martin, 
142 West 44th St., New York 


North Carolina 
Higgins, Chas. B., PCO '36, 
500 Masonic Temple Bldg., Raleigh 
Ohio 
Routzahn, P. C. (Renewal), 
129% West Main St., Circleville 


Oklahoma 
Harris, Paul A. (Renewal), 
440 N. W. 23rd St., Oklahoma City 
Stauber, C. F. (Renewal), 
205 Colcord Bldg., Oklahoma City 


Oregon 
Jordon, George L. (Renewal), 
Bank of Albany Bldg., Albany 
De Lapp, Sidney L. (Renewal), 
Box 1300, Roseburg 


Pennsylvania 

Laney, Lois Van Horn (Renewal), 
375 Otter Lane, Beaver 

Thomas, Edmund J., PCO ’36, 
Lyric Theater Bldg., Main 
Honesdale 

Rothrock, Carl E. (Renewal), 
148 East Market St., Lewistown 

(Continued on page 24) 
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Bind Your A.O.A. Journals 
for Ready Reference 


Handsome black fabricoid leather binders 


made especially to hold 12 issues of the 


A.O.A. Journal. Name of Journal stamped in 
gold on back. Will last a lifetime. 





Easy to Operate—No Punching Neces- 
sary—Each $2.50 Postpaid 

















A Frame for Your 


MEMBERSHIP CARD 


MEMBER 
AMERICAN 





Chain 
hanger. Color, blue and gold. Size 6x9. Card 
slips readily in and out of slot in back. Attrac- 
tive for office display. 


Indestructible celluloid and metal frame. 


While they last, 50 cents, postpaid. 


American Osteopathic Association 
540 N. Michigan Ave., Chicago 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 





EE 
@ SO THAT YOUR PATIENTS 





We suggest that you instruct your 





patients as to the proper use of nose 
drops to obtain adequate aeration of the 
nasal passages. For few of the laity apply 
drops with the head tilted far back; then 
lean forward with the head between the 
knees. 


When these instructions are followed 
with Penetro Nose Drops, their perfectly 
balanced medication covers the entire 
nasal tract and tends to reduce swelling 
of the turbinate bodies and pro- 
mote freer ventilation. 














Head tilted 
far back. \} | 
TA 
i a oe 
{i 
Lean forward— A 4 
head between ( iW \ 
< | 
knees. . A / 
OLR 





R. E. Travers, D. 0. 
c/oSt Joseph Laboratories 
Memphis, Tennessee 


Please have my druggist deliver to me without 
charge samples of Penetro Nose Drops for 
clinical tests 


ENE 
Street Address........ 


a 


Doctor... 


Street Address 


City ‘ State 


PENETRO 
NOSE DROPS 


MADE BY THE MAKERS OF PENETROL___J 
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YOUR PROFESSIONAL CARD 


IN THE 


1937 A. O. A. Directory 


(Now being prepared ) 


May Bring You Referred Work 











SURGEON 


DENVER, COLO 


HOWARD EARL LAMB, D. 0 








Leslie Scranton Keyes, D.O. 


Steiner Building 
47 S. 9th St 


MINNEAPOLIS, MINN 











RILEY D. MOORE 


WASHINGTON. D.C 








| Bertha W. Branstetter 
i 
Hotel Mayflower 
PALM BEACH, FLORIDA 








DR. G. W. READE 


Osteopathic Physician 





EAST ORANGE. N |! 
49 Prospect St 
ors from Wilham St 








NEW YORK CITY 


Dr. A. Bowman Clark 
Dr. Louis H. Copeley 


77 Park Ave 
Cor. 39th St 


General Osteopathic 
Practice 


LONG ISLAND OFFICE 
99 CATHEDRAL AVE 
HEMPSTEAD 

















Facsimile of a typical page reduced about one-half. 


Professional cards will 
be placed in geographi- 
cal order in a special 
section. Size of the 
card makes no differ- 
ence. A 20% discount 
will be given to the 
profession on all spaces 
larger than one-quarter 


of a page. 


ACT NOW! 


Advertising Forms Close 


December 15th 


AMERICAN OSTEOPATHIC ASSOCIATION 
540 N. Michigan Ave. 


Chicago, IIl. 
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RATES AND POSITION 


\dvertising printed on enamel inserts. 
Agency commission 15% 


RATES PER INSERTION 





Space One-color 
1 page $40.00 
16 page 24.00 
14 page 14.00 


No less than one-quarter page sold to any 
commercial advertiser. 











Special Positions and Inserts 
Rates an Application 

Members and osteopathic institutions will be given 
a special discount except on professional cards. 

Professionai cards, instead of being scattered through 

the book, will be grouped in a special section. 


Covers, 


Special net rates for professional cards: 
SS ae 
| EERE 
III: | scisiies-sitannisiiesesinasizirornneniannininicnaiiens 12.00 


Page is 2 columns, each column 2% inches. 
Depth of column, 105 agate lines. 
Halftones—120 screen. Composition—no charge. 


PLEASE MENTION THE JOURNAL 


WHEN WRITING TO ADVERTISERS 








1937 DIRECTORY 


OF OSTEOPATHIC PHYSICIANS 
PUBLISHED BY THE 


AMERICAN OSTEOPATHIC ASSOCIATION 


Size 6x9. 240 Pages 


ISSUANCE AND CLOSING DATES 
Published about Jan. 1, 1937 


Advertising forms close Dec. 15, 1936 


MECHANICAL REQUIREMENTS—UNITS 
ACCEPTED 


SPACE WIDTH DEPTH 

1 Page 4% 7%, a — | 
ly Page 45% 3% 2% 7% 
Page 2% 3% 45% 1%. 


WIDTH DEPTH | 

















CIRCULATION 
Approximately 6,500 copies. Price, $10.00 per copy. 
One copy furnished free to every member and all 
$5.00 to A.O.A. advertisers and 
exhibitors. 


directory advertisers. 


CLASSES OF ADVERTISING ACCEPTED 





Hospital S and Eq 
Surgical ond ‘Laboratery ‘Supplies. 
Phar ticals and Ch ical 





Office Furniture and Equipment. 
Office Records and Sationery. 
Uniforms, Gowns, Aprons. 
Professional Cards. 


Schools, Colleges, Camps. 

Postgraduate Courses, Laboratory Service. 
Hospitals, Sanitariums, Laboratories. 
Medical and Osteopathic Literature. 
Transportation, Hotels, Resorts. 
Insurance, Investments. 

Foods, Wearing Apparel, Toilet Requisites. 
Everything for the physician or patient. 


ALL COPY SUBJECT TO OUR APPROVAL 





THE AMERICAN OSTEOPATHIC ASSOCIATION 


540 N. Michigan Ave., Chicago, III. 


You are 


Physicians, 


page for such space as agreed upon and used. 


hereby authorized to insert ™Y 
our 


ie I a cccctaeeencion page, for which 


1936 


advertisement in the 1937 Directory of Osteopathic 


agree to pay the rate as announced on this 


All conditions of this contract are mentioned herein. Copy subject to publisher's approval. 


Accepted for 


Diagnostic and Therapeutic Gyuipment. 
The American Osteopathic Association 





beaieicate I cisccicscisiscn 


Signature 
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IN THE DIET DURING 
PREGNANCY AND LACTATION 


HORLICK’S The Origins) MALTED MILK 


is of much value during the period of pregnancy and lactation, as an aid not only in 
maintaining the mother’s strength and energy, but also in helping to build strong bones 
and teeth in the developing child. It offers a simple way of increasing the caloric in- 
take; providing extra proteins, carbohydrates, vitamins A, B, D and G and minerals, 
especially calcium, phosphorus and iron. 


Used as a luncheon between meals, or as a table beverage, and taken hot before retiring, 
‘*Horlick’s’’ offers readily assimilated, abundant nourishment. It is simply prepared with 
water only, either hot or cold, or milk may be added when desired. A heaping table- 
spoonful added to a glass of plain milk, doubles the nutritive energy value of the drink. 
In case there is insufficient breast milk, Horlick’s Malted Milk supplies a satisfactory supplement in connection with the breast feeding 


SAMPLES AND LITERATURE SENT UPON REQUEST ON YOUR LETTERHEAD 
{ We invite vou to listen to our Radio Programs—LUM and ABNER—NBC Blue }: 


Network and Pacific Coast Stations—Every night except Saturday and Sunday 


HORLICK’S MALTED MILK CORP. RACINE, WIS. 


























APPLICATIONS FOR MEMBERSHIP Vermont Bloodpressure, Hot Dogs 
(Continued from page 20) ‘] rask, Everett E. (Renewal), and Merry-Go-Rounds 
Shelley, P. W. (Renewal), 18 Square, Bellows Falls a sateen rg — man r 
315 E. Main St., Mechanicsburg Washi slowly disappearing from sideshows anc 
) ’ ashington os ig age ; 
Martin, W. A. (Renewal), White. Mary R am county fairs, but today a new charlatan 

130 S. Front, Milton Medien ental Hide “a : is taking his place at beach resorts, fairs, 
. : Medical Dental Bldg., Anacortes pet ete . 
Freeman, Sylvester L., Walker, Linus Hugh (Renewal) and amusement parks. a 
iOS th St. Philadelphia 37 Olympia Bock, Ellensburg’ | 2, White oat, a stethoscope and a blood. 
Johnson, Alberta, 36, Got is ‘ssure ins nt, € ope S ar 
323 S. 46th St., Philadelphia ye Ave. N. E.. Seattle | capitalizing on the public’s interest in 
Kowalski, Leon Adam, PCO ‘36, ‘ Netcgc bloodpressure. Their main concern is 
488 Green Lane, Rosborough, Phila- ; went 7 m ne the ten or fifteen cents they 
delphia Carr, William H. (Renewal), _ charge per “patient. 
Matchinsky, Marie A. (Renewal), 203 Coal & Coke Bldg., Bluefield _ It is evident that bloodpressure read- 
3740 N. 13th St., Philadelphia Jones, J. P. (Renewal), | ings taken by such persons under such 
Miller, Murray E., PCO °36, 107-8 Upshur Bldg., Buckhannon circumstances are of little value. The 
4710 Locust St., Philadelphia | Adams, Edwin B. (Renewal), “patient” is simply being bilked, but the 
South Dakota | _ 704 Fourth Ave., Huntington most harmful part of this practice is 
Eske, Louis H. (Renewal), = —— ag aa the seotous consequences that nr easily 
Groton 24 Market St., Parkersburg result in some cases regardess of 
, Texas Wisconsin whether the information is erroneous 
Carter, Charles C. (Renewal), Baird, Jas. A. (Renewal), or otherwise. : 
219 Douglass Hotel, Big Spring New Antigo Hospital & Clinic, won aay bo ea J canons to this 
Grise, Harry M. (Renewal), Antigo misuse of mec ico-scientil c instruments. 
517. Peoples Nat'l Bank Bldg., | Moore, J. E. (Renewal), a te 7 have refused - = pa 
Tyler | 303 West College Ave., Appleton | yw ers ~enguemneais to be use 
London, John V., KCOS °36, | Atterberry, Paul, This ~ oe eens hould be d 
Box 215, White Deer 1230 North Prospect Ave. Mil- | is evil practice should be stoppe 
} -aukee | we wo eciate j co - 
umneiions and we would appreciat your coopera 
Utah Tinhe > ‘ : tion in reporting to us any instance that 
—_ = | Tichenor, L. E. (Renewal), ‘ . sional 
D 
Boyer, D. D. (Renewal), 5 Eitesheth St. Sienna comes to your attention—especially 
MP nen og od a Provo ae A 4 | where some definite harm has resulted 
oughton, ice E, (Renewal), Canada | to a patient. 
618 Templeton Bldg., Salt Lake | Gray, E. J. (Renewal), W. A. Baum Co., Inc., 460 West 


City | 487 Talbot St., St. Thomas, Ontario 34th St.. New York. 





m In Lesions of the Gastro-Intestinal-Tract 


FYFE soothing, healing protection of this Gastro- 
Intestinal-Demulcence (GID for short) is accepted 
adjuvant therapy. Biliousness, toxemia, stasis, 

colitis, sourness, heartburn, and hyperacidity indicate 
















QUICK 
SURE e PAINLESS 


With this neutral, non-toxic SAFER solution, Sodium 
Linsoleate, physicians can now master technic of 
sound non-surgical hernia cure. Given free to physicians: 
complete course in fully illustrated booklet of differential 

contraindications, procedure, technic, and 
completion of hernia, hemorrhoid and similar injections. 


Write 
WILLIAMS 8 C0. Room 374, 4554 Broadway, 






GASTRO -INTESTINAL ( ID DEMULCENCE 


GID Granules supply vitamins and detoxicating hexu- 
ronic acids in pleasant health food forms, NO DRUGS 
—dispensing this health food is sound osteopathic 
practice: harmless and corrective. 





For samples and data write 


EBERLY-WILLIAMS COMPANY 


725 JUNIOR TERRACE CHICAGO, ILLINOIS 
Rm. 1016 
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ANNOUNCEMENT 


DR. M. A. BRANDON OF LORAIN, OHIO, 

WILL CONDUCT A CLASS IN AMBULANT 

NEEDLE SURGERY, MONDAY THRU FRIDAY, 
NOVEMBER 30-DECEMBER 4, INC. 1936 


Subjects to be taught are thorough courses in the Injec- 
tion treatment of Hernia, Hydrocele, Varicocele, and 
Varicosities. Needle surgery in hemorrhoids, fissure, fis- 
tula, etc., also coagulation of tonsils, turbinates, eroded 
cervix and the non surgical treatment of prostatitis. 








This one week of class work and practical training in Am- 
bulant Surgery should prepare you to increase your in- 
come. Fee—$1!00.00, $50.00 to be paid on applicetion 
and the balance paid on registration. 








THERMOGENICS 


If you are interested in Thermogenics 
you should obtain our Bulletins and Lit- 
erature on the subject. 


They may help you = YOUR UPPER DORSAL 
PLASMATIG-THERAPY COMPANY | TREATMENT OF CHEST COLDS 


664 N. Michigan Ave. Chicago & Prolong the beneficial effect of your 





No Obligation—of Course treatment with the warming, stimu- 
lating effect of Penetro Salve. 





. Penetro, applied to the chest, tends to 
produce and prolong active hyperemia. 
| and because of its mutton suet base the 
| A. heat is not radiated. 
| 
| 
| 








- e 

Champion Folding Tables 

seasustanal a - " 7 Penetro melts at body temperature and 
: may be readily rubbed into the skin. Con- 
taining 113% to 227% more medication 
ae than any other nationally sold cold salve. 
this highly concentrated medication assists 
in dispelling congestion and bringing 
greater relaxation. Penetro is stainless 
bid and snow-white. 

























f “) 6. E. Travers, D. 0. 
c/o St. Joseph Laboratories 
Memphis, Tennessee 


a - 


Built Like a Bridge—Note the Truss 


HIS automatic table is the lightest and 
strongest table of its type on the market. 


Please have my druggist deliver to me without 
charge samples of Penetro, the salve with old- 
fashioned mutton suet, for clinical tests. 


68 inches in length by 19!/> inches in width and | | sc inicccieniininrinnniltciaiet 
weighs 32 lbs. | Street Address 

Upholstered in rich brown Spanish artificial leather. = y ov i sheicaletshaah dilias State 
Provided with eight metal corners to protect cover. Se Sra, ; nea 

Has two genuine leather suit-case handles and brass citar “ig sea nn 





lock and key. Does not get loose and shaky. New | | 
attachment for gynecological work incorporated in | | 
latest model. 





THE SALVE WITH A BASE OF 
OLD FASHIONED MUTTON SUET 









Price $30.00 


American 


Osteopathic Association 


540 N. Michigan Ave., Chicago, Ill. » MADE BY THE MAKERS OF PENETRO NOSE DROPS 
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DR. R. R. DANIELS 
Diagnosis 
DR. EDW. W. 
DR. FRANK I. FURRY 
DR. H. I. MAGOUN 
Successor to Dr. D. L. Clark 


1550 Lincoln Street 


URPHY, Associate 


Orificial Surgery and Physical Therapy 


DR. FREEDA LOTZ-KELLOGG 
Endocrinology and General Practise 
DR. EMMA ADAMSON 
Colonic eTherapy and Osteopathy 


in DENVER 


DR. PHILIP A. WITT 
Surgery and Urology 
DR. PHILIP D. SWEET 
Structural Analysis 
DR. L. GLEN CODY 
General Dentistry and X-Ray 


DR. ALBERT P. HORTON 
Orthodontia and Pediodontia 


MISS E. 


THE ROCKY MOUNTAIN CLINICAL GROUP 


“The Gateway to America’s Most Beautiful Vacationland” 
DRS. C. C. REID AND H. M. HUSTED 


Eye, Ear, Nose and Throat 
DR. N. ESTELLE PARSLEY 
General Practise 
DR. RALPH B. HEAD 
General Practise and Anaesthesia 


DR. LESTER F. REYNOLDS 
Obstetrics and General Practise 


A. ELDRIDGE 
Laboratory and X-Ray Technician 


MEMBERS OF STAFF, ROCKY MOUNTAIN OSTEOPATHIC HOSPITAL 


Clinical Building 





CALIFORNIA 





LOS ANGELES 


MERRILL 
SANITARIUM 


Neuropsychiatric 


Downtown Office 
609 South Grand 
Avenue 








DR. THOMAS J. MEYERS 
NEUROPSYCHIATRY 
Migraine 
EPILEPSY 


989 E. Washington St. 


PASADENA CALIF. 








Drs. Edward B. Jones 


and 
Forest J. Grunigen 
609 So. Grand Ave. 
Los Angeles, Calif. 


Practice limited to 


Urology—Dermatology—P roctology 





COLORADO 





Dr. W. L. Holeomb 
Dr. E. E. English 
General Surgery and Practice 
Staff members Rocky Mountain 
Osteopathic Hospital 
430 Empire Building 
430 16th St. 
Denver, Colorado 











Endo rines| 


Osteepathy 


Male Cycle - Endocrine Food No. 100 
Female Cycle - Endocrine Food No. 200 


Classified Advertisements 


RATES PER INSERTION: $2.00 for 20 
a or less. Additional words 10 cents 
each. 


TERMS: Cash with order. 


COPY: Must be received by 20th of pre- 
ceding month. 





FOLEY TRUSSES. Also Foley hernia 

and varicose vein solutions. We have 
special proposition to bring you Lepel 
high power ultra Short Wave machine 
and show you how to get results with 
short wave and also handle successfully 
rectal, vaginal 
and hernia. 


troubles, varicose veins 
Thomplasto, Leesburg, Va. 





AMBULANT PROCTOLOGY : 
tures 

the 

Price 


Lec- 
and 
Hernia. 


on Ambulant 
Injection 


Proctology 
Treatment of 
$5.00. Individual instruction 
| given. Dr. P. H. Woodall, 617 First 
National Bank Bldg., Birmingham, Ala. 








| TABLES: 

sanitary, sterilizable sponge rubber. 

Hydraulic or stationary base. DR. HAY- 
MAN, Mfr., Doylestown, Pa. 


New type spring cushion or 


FOR SALE: $15,000 a year practice in 
Kansas City, Mo. 

from active practice. Investigation so- 

licited. Write K. C., c/o Journal. 


Reasons: retiring 


WANTED: 


Correspondence with a gen- 


uine S.D.A. woman osteopath regard- | 


ing service in our organization. Institute 
of Health and Healing, 707 Georgia Ave- 
nue, Chattanooga, Tenn. 


| THE WEED TREATMENT UNIT 


combines colonic irrigation, hot water | 


| treatment, gall-bladder drainage and suc- 
| tion. Preparation for changing intestinal 
flora. Dr. O. G. Weed, St. Joseph, Mo. 


Endocrine Food Company 





DISTRICT OF COLUMBIA 





DR. CHESTER D. SWOPE 
Osteopathic Physician 


The Farragut Apts. 
Washington, D. C. 





FLORIDA 





Ray C. Wunderlich, D.O. 


General Practice 


807-808 Equitable Bldg. 
St. Petersburg, Florida 








Dr. Stephen B. Gibbs 
Osteopathic Physician 
General Practice—Electrotherapy 
Specialty: Arthritis and Rheumatism 
(Using Ketogenic Diet) 
933 Lincoln Road 
MIAMI BEACH 











Dr. Gerald A. Richardson 
Mount Dora Hospital 
General Osteopathic Practice, Dia- 
thermy, Light Therapy, Bladder, 


Colonic Irrigations, Intravenous 
Medications. Specialty: Obstetrics. 


Mount Dora, Florida 
See A.O.A. Directory 





Hepatic Cycle - Endocrine Food No. 300 
Enzydyn - Digestive Enzymes 


Fresh and potent endocrine products direct from laboratory at reasonable cost. 
Send today for complete literature and direct-to-patient plan. 


Union City 


New Jersey 
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DR. ARTHUR D. BECKER 
Osteopathic Physician 


General Diagnosis 


Cardiologist 
Des Moines General Hospital 


Des Moines, lowa 


Practice limited to consultation 





MASSACHUSETTS 





Dr. Orel F. Martin 
SURGEON 


68 Commonwealth Ave. 
BOSTON, MASS. 


Chief Surgeon 
Massachusetts Osteopathic Hospita! 





MISSOURI 





Collin Brooke, D.O. 


Practice Limited to 
Proctology—Varicose Veins 
—Hernia 


ST. LOUIS 


210 Frisco Bldg., 906 Olive St. 





NEW JERSEY 





Dr. J. Armande Porias 
Osteopathic Physician 


75 Lincoln Park 
Newark, N. J. 


Practice Limited to 
Roentgen Diagnosis 


Roentgen and Radium Therapy 
Basal Metabolism 





NEW YORK 





Dr. A. Bowman Clark 
Dr. Elizabeth S. Carlin 


104 E. 40th St. 

NEW YORK CITY 
GENERAL OSTEOPATHIC 
PRACTICE 
LONG ISLAND OFFICE 


99 CATHEDRAL AVE. 
HEMPSTED 











Thomas R. Thorburn 
D.O., M.D. 


SURGERY 
Nose, Throat and Ear 


Hotel Buckingham, 101 West 57 St. 


New York City 
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CHANGES OF ADDRESS AND 
NEW LOCATIONS 


Adamson, Stanley J., correct address is 


8 S. Michigan Ave., Chicago. Pub- 
lished in error last month as having 
moved to Rockford, Il. 

Allen, Paul Van B., from 526 Mer- 
chants Bank Bldg., to 516-17 Mer- 
chants Bank Bldg., Indianapolis, Ind. 


Anderson, Ruth A., from 30 Hunting- 


ton Ave., to 370 Commonwealth 
Ave., Boston, Mass. 


Antry, Adele M., from Shelby, N. C., | 


to 49 Church St., Oneonta, N. Y. 


Arnold, C. Richard, from Essex Fells, 


N. a to 402 N. Grove St. East 
Orange, N. J 

Jaldwin, H. C., from 207 Pythian Bldg., 
to 518 Atlas Life Bldg., Tulsa, Okla. 


Ball, Sidney S., from Montreal, Que., | 


Canada, to 77 King St., W., Brock- 
ville, Ont., Canada 
Bashaw, J. Pierce, from North East, 


Pa. to 451 Second Ave. N., St. | 


Petersburg, Fla. (Winter address). 

Bates, Rosewell P., from Jamaica Plain, 
Boston, Mass., to 62 Main St , Orono, 
Maine 


| Baum, Harry, Jr., KC '36 (Jan.), Three 


Rivers, Mich 


| Bauman, Ernest O., from Nampa, 


Idaho, to 405-6 David Eccles Bldg., | 


Ogden, Utah 

3erck, Jack L., from Garden City, 
Kans., to 702 Equitable Bldg., Des 
Moines, lowa 

Brennan, Richard O., from Harper, 
Kans., to 1 W. Linwood Blvd., Kan- 
sas City, Mo. 

Brodkin, Mitchell, from 910 N. Fifth 
St., to 5419 N. Fifth St., Philadel- 
phia, Pa. 


| Bruer, Carl A., from Nickerson, Kans., 


to Leopold Hospital, Garden City, | 


Kans. 
Bryde, Harold T., PCO °36; 245 E 
72nd St.. New York, N. ¥ 


| Burt, Thomas G., from San Diego, 


Calif., to 1007 S. Bronson, Los 
Angeles, Calif. 

Carroll, W. A., from West Medford, 
Mass., to Clinton, Maine 


| Carter, J. E., from Constantine, Mich., 


| Crow, Lawrence J., from Los Angeles, 
Calif., to 3789 30th St., San Diego, 


to 407-8 Gaskins Bldg., Fort Wayne, 
Ind. 

Chivian, H. Jay, from Philadelphia, Pa., 
to 17 W. Lancaster Ave., Ardmore, 
Pa. 

Clark, A. Bowman, from 77 Park Ave., 
to 104 E. 40th St., New York, N. Y 

Clark, Derrell S., from Wasco, Caliif., 
to Moore Bldg., P. O. Box 896, Lind- 
say, Calif. 

Cooper, Gilbert O., from 1100 N. Mis- 
sion Road, to 3923% WW. 23rd St. 
Los Angeles, Calif. 


Cooper, Harry F., from Bournemouth, 


England, to 1, Princess Court, Byran- 
ton Square, London, W. 1, England 


Craig, Robert C., from Harrisonville, 


Mo., to Medicine Lodge, Kans. 


Crespi, P. Leo, from Springfield, Mass., 


to Millbridge, Maine 
Crocker, Agatha P., from New Ro- 


chelle, N. Y., to Northgate Apts., 


Garth Road, Scarsdale, N. Y. 


Calif. 

Crowe, Harriet Merriel, from 49 Pop- 
lar Ave., to 332 Union St., Hacken- 
sack, N. J. 
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RHODE ISLAND 





Dr. F. C. True 
SURGEON 
1763 Broad St. 
PROVIDENCE, R. L. 


CHIEF SURGEON 
R. I. OSTEOPATHIC HOSPITAL 





FRANCE 





William J. Douglas, D.O. 


43 Avenue George V. 
(Champs Elysees) 


PARIS 
Tel. Elysées 60-51 
FRANCE 








GLEASON BELTS 


For Sacro-lliacs 
$1.50 each 


Give measurement around pelvis 


DR. A. H. GLEASON 
702 Park Bldg. 
Worcester, Mass. 








4 YEARS OF 


Clinical Experience 
Behind 


PINA-MESTRE 


Hernial Solution 
SAFE — SIMPLE TECHNIC 
PERMANENT 
List Price Was $20.00 for 60 cc. 
NOW Listed at $10.00 for 50 cc. 
Add 10c per bottle for postage 
and insurance 


PINA-MESTRE CLINICS, INC. 
Orlando, Florida 











Aleitizerae)! 


___(Terocol) TABLETS 


EVERY DAY OR SO 
stitutes for TAUROCOL 
TabROCOE goes ou”? 2 





New subs 


j free samples of Taur Bile 
Sait Tablets, Tauroc Compound Tablets 
Ne Taur co Tat ers snc *ré Cc 


For 


THE PAUL PLESSNER CO. 
3538 Brooklyn Avenue 
Detroit, Michigan 
AOA 3% 
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“Osteopathic 
Care of Athletes’ 


1936 Enlarged Edition 
40 Pages—16 Additional Pages 





A compilation of articles by lead- 
ing authorities on this subject. 


Pe ae rs" | 





Most of these articles were published in The Journal of the 
American Osteopathic Association. 


Three articles appeared in Clinical Osteopathy. Buy a copy 
for your library and others for athletic coaches. 


50 Cents Each Postpaid, 5 for $2.00 





American Osteopathic Association 540 N. Michigan Ave., Chicago 
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CHANGES OF ADDRESS 
(Continued from page 27) 


Culbertson, Eliza M., from Post Bldg., 
to 123 S. Appleton St., Appleton, Wis. 
Cunningham, Arthur B., from 707 Sha- 
fer Bldg., to 511 Shafer Bldg., Seattle, 
Wash. 
zeskleba, Clayton B., 
Kans., to Lincoln, Kans. 

Davis, H. H., Jr., from 34 W. Wash- 
ington Ave., to 105 Belvidere Ave., 
Washington, N. J. 

Dierdorff, Verne H., from Plymouth, 
Mich., to 10535 W. Jefferson, River 
Rouge, Mich. 

Doddridge, Frank E., from South Bend, 
Ind., to 400 E. Second St., Blooming- 
ton, Ind. 

Dunlap, W. H., from 219% N. 


from 


Hays, 


Broad- 


way, to 523% N. Broadway, Pitts- 
burg, Kans. 

Dunn, William Floyd, from Carnegie 
Hall Studios, W. 57th St. to 17 E. 


42nd St., New York, N. Y. 

Fllis, Harold F. C., from South Paris, 
Maine, to 141 E. Summer St., Mon- 
roe City, Mo. 

Eustace, Laurence B., from Wake- 
field, Kans., to Phillipsburg, Kans. 
Farmer, E. C., from Washington Island, 
\Vis., to Box 154, Sturgeon Bay, Wis. 


Farnsworth, W. C., from Keokuk, 
Iowa, to Forney, Texas 
Foster, Virginia, from South Bend, 


Ind., to 7 Porter Block, Grand Rapids, 
Mich. 

Freedman, M. A., from 5800 N. 12th 
St., to 7009 Ogontz Ave., Philadelphia, 
Pa. 

Frisbie, Earl F., from Blue Island, IIL, 
to 141% Vine St., Park Ridge, III. 
Fuller, Caroline G., from Somers, Conn., 
to 408 Eola Drive, S., Orlando, Fila. 

(Winter Address) 

Gafney, Milton V., from 3 Murphy 
Bldg,. to 405 Main St., Neodesha, 
Kans. 

Gallardo, O. Pierre, 
Ave., to 609 S. 
Angeles, Calif. 

Gardner, Donald L., from Glendale, 
Calif., to 531 Black Bldg., Fourth 
at Hill Sts., Los Angeles, Calif. 

(;sehman, H. Mahlon, from 156 S. Easton 
Road, to 119 E. Mt. Carmel Ave., 
Glenside, Pa. 

Getler, Carl Edward, from New York, 
N. Y., to 30 Cottage Ave., Mt. Ver- 


3049 
Ave., 


llth 


Los 


from 
Grand 


non, N. Y. 
Giehm, Donald C., from Mapleton, 
Iowa, to 1-2 Lashly-Persons Bldg., 


3oulder, Colo. : 

Golden, Abraham A., PCO ’35, 1009 
Washington St., Wilmington, Del. 

Gray, Clyde, from 1550 Lincoln, to 625 
Empire Bldg., Denver, Colo. 

Hall, A. Harrington, from 1744 N. 
Wilton Place, to 1341 Miramar St., 
Los Angeles, Calif. 

Hall, William F., from Des Moines, 


Iowa, to 729 Troost Ave., Kansas 
City, Mo. 
Harvey, Leslie V., from Eagle Rock, 
Los Angeles, Calif., to 1309 N. Ave. 


51, Los Angeles, Calif. 

Hash, Clinton B., from Gentry 
Seneca, Kans. 

Hedges, Annie G., from 3627 Garfield 
Ave., to 110th and Grandview Road, 
Hickman Mills, Mo. 

Henry, B. D., from Larned, Kans., to 
410-13 Sherman Bldg., Corpus Christi, 
Texas 


, Mo., to 
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ACE BANDAGE 


ELASTIC without Rubber and WASHABLE 





...for ATHLETIC INJURIES 


5 pw physicians and other physi- 


cians a 
find helpful information in the AC 


athletic injuries ma 


Manual for the Prevention and Treat- 
ment of Athletic Injuries. There are 





several articles by competent authori- 
ties on team preservation and accident 
statistics. Many ACE applications 
are described and illustrated. ACE 
Bandages are also used regularly by 
coaches and trainers to prevent ath- 
letic injuries. An ACE Athletic Manual 
will gladly be sent 5.5 PRODUCTS 


on your request. 


Made for the Profession 


BECTON, DICKINSON & Co. 


RUTHERFORD, NEW JERSEY 








Hewitt, Loy E., from Youngstown, 
Ohio, to Milton, W. Va. 

Hiscoe, Kenneth B., from 1783 Massa- 
chusetts Ave., to 1749 Massachusetts 
Ave., Cambridge, Mass. 

Horne, Walter T., from 16773 
wick Road, to 16839 Livernois, 
troit, Mich. 

Houghton, M. A., from Weaverville, 
N. C., to 1504 Broadway Ave., De- 
troit, Mich. 

Howard, Spencer M., from Herington, 
Kans., to Union Natl. Bank Bldg., 
Manhattan, Kans 

Jennings, C. H., from Bay View, Mich., 
to 157 Third St., N., St. Petersburg, 


War- 
De- 


Fla. (Winter Address) 

Jennings, George S., from Winfield, 
Kans., to 310 Medford Center Bldg., 
Medford, Ore 

| Johnson, Carl G., from Des Moines, 


Iowa, to Elliott, lowa 
Johnson, Delbert F., from Hugo, Okla 
to Grinnell, Towa 


George F., from 125 Foster 
Ave., to 7201-23 Fourth Ave., Brook- 
lyn, N. Y. 

Jones, Etha Marion, from 
St., N., to 119 N. Second 
Petersburg, Fla. 

Katwick, Arthur D., from 104 Mt. Au- 
burn St., Watertown, Mass., and 815 
Washington St., Stoughton, Mass., to 
70 Park St., Stoughton, Mass. 

Keefer, Edgar S., Jr., from 1109 Madi- 


Johnson, 


241 First 
Ave., St 


son Ave., to 565 Park Ave., New 
York, N. Y 

Kirk, Albert W., Jr., from 2332% 
Johnston St., to 154 N. New Hamp- 


shire Ave., Los Angeles, Calii 
Kring, Robert B., from Fremont, Mich., 


to St. Simon Island, Brunswick, Ga 
Kursar, Gerald M., from Edgemere, 
Long Island, N. Y., to Alberta Lea 
Apt. No. 5, Picher, Okla 
Levine, Harry, from New London, 
Conn., to 497 Sumner Ave., Spring 


held, Mass 


ntinued on page v 





30 PLEASE 


CHANGES OF ADDRESS 
(Continued from page 
Leopold, Roy A., from 413 N. Main St, 
to 617 N. Main St., Garden City, 
Kans. 


29) 


from 123 Nepean St., 
Apts., Apt. 2, 150 
calfe St., Ottawa, Ont., Canada 
Judson P., from 

to 24 Main St., 


Linnen, Ray, to 


Westminster 


Camden, 
Orc nc ), 


Lord, 
Maine, 
Maine 

Manchester, V. M., 
Maine, to Brownville 


from Bar 

Junction, Maine 

Harry D., KCOS 734, 1930 
Joplin, Mo. 

Alfred M., from Whiting, 
Iowa, to First State Bank Bldg., 
Mapleton, Iowa 

McFarland, C. K., from Niagara Falls, 
N.Y., to K of P Hall, St. Albans, 
W. Va. 

Morehouse, P. R., from 101% 
rior St., to 214 S. Superior St., Al- 
bion, Mich. 
Cleveland 

to Coalmont, 


Marbaugh, 
Bird Ave., 


McBurney, 


M., irom 
Colo. 
403 
First 


Morgan, Denver, 


Colo., 
massa . =. 
Jank Bldg., to 
Bldg., Alton, Il. 
Morris, Benjamin, from Clarksburg, 
W. Va., to West Union, W. Va. 
Nelson, E. O., from Louisville, Nebr., 
to 50814 Main St., Newton, Kans 
Nigh, E. G., from 724, to 
519, McPherson, 


Natl. 
Bank 


First 
Natl 


from 
305 


Box 


30x 


Kans. 


Noland, George L., from 418 
Bidg., to 818 Landers Bldg., Spring- 
field, Mo. 

Noland, Lou T., from 418 Landers 
Bidg., to 818 Landers Bldg., Spring- 
field, Mo. 

Nuhn, John H., from Hunter, Mo., to 
Puxice, Mo. 

Perdue, Raymond P., from 1520 N. 
Saginaw St., to 1-2 Citizens Bank 
Bldg., 1117 N. Saginaw St., at Wil- 
liams, Flint, Mich. 

Peterson, Herbert S., from 6940 S. 
Green St., to 5132 Blackstone Ave., 
Chicago, Ill. 

Pratt, Warren A., from Shelby, N. C., 
to 49 Church St., Oneonta, N. Y. 
Proctor, Charles W., from Buffalo, 
N. Y., to 2725 S. W. Tenth Terrace, 

Miami, Fla. (Mail) 

Purtzer, O. R., from Reim Bldg., to 
Grand Hotel Bldg., New Ulm, Minn. 

Rausch, Charles H., from  Kirbway 
Bldg., to 19 E. Jefferson St., Bliss- 
field, Mich. 
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Reeder, David H., Jr., from 3lst and 


Troost St., to 916 Walnut St., Kansas 
City, Mo. 

Reitmeyer, Frank T., from 238 Murray 
St., to 802 Livingston Road, Eliza- 
beth, N. J. 

Rerucha, V. V., from 502-3 Securities 
Bldg., to 302-4 Securities Bldg., 
Omaha, Nebr. 

Rinefort, Harry E., from 1504 Broad- 


to 16712 E. 
Mich. 


Ritter, Roland, from 
to 18 S. Monroe St., 


Robbins, 


way, Warren De- 


tre vit, 


Ave., 


Sandusky, Ohio, 
Monroe, Mich. 
at. 


Edward, from 2509 Daly 


to 968 W. Vernon Ave., Los Angeles, 
Calif. 

Robey, William H., from Perry, Mo., to 
P. O. Box 212, Sullivan, Mo. 

Ruch, Roy A., from Mechanicville, 
N. Y., to 256 State St., Albany, N. Y. 

Samuelson, Ann, from 203-5 Boehner 
Bldg., to 205-6 Citizens Natl. Bank 
Bldg., Chillicothe, Mo. 

Secor, J. N., from 14889 Marlowe, to 
1111 Webb, cor. Hamilton Ave., De- 
troit, Mich. 

Shuman, David, from 3447 Queen Lane, 
to 34 E. Washington Lane, German- 
town, Philadelphia, Pa. 

Slater, Russell C., from Macon, Mo., 


to Ottawa General Hospital, 


Ill. 


Ottawa, 


Smale, Leslie Thomas, from 1423 15th 
St. to 406 Wilshire Blyd., Santa 
Monica, Calif. 

Smith, Ursula C., from 10 Mohawk 
Place, to 88 Division St., Amsterdam, 
N. Y. 

Spencer, J. Harry, from 56 N. Main 
St., to 49 Congress St., St. Albans, 
Vt. 

Standring, T. Kenneth, from Philadel- 
phia, Pa., to 200 White Horse Pike, 
Oaklyn, N. J. 

Stinnett, Beatrice Bullard, from Port- 
land, Maine, to Brenham, Texas 

Taber, G. E., from 403 Westover 
Bldg., to 204 Shankman Bldg., 3119 
Troost Ave., Kansas City, Mo. 

Thatcher, Loren J., from Whittier, 
Calif., to 462 Bellflower Blvd., Bell- 
flower, Calif. 

Thompson, F. J., from Cleveland, Ohio, 
to 153-55 Main St., Chardon, Ohio 


Tichenor, L. E., from Trumansburg, 


N. Y., to 3 Elizabeth St., Plymouth, 
Wis. 

Tuner, L. P., from Geraldine, Mont., 
to Cody, Wyo. 








only and one drop of urine. 
of the common methods now in use. 


bilirubin in urine, and occult blood 
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WHAT EVERY PRACTITIONER NEEDS 


A method of making urine and blood analyses without boiling, without the use of 

corrosive acids, without microscope or test-tubes, in one-half a minute, with reagent 

Something VALUABLE that is quickly taking the place 

Tested and App 
UR SPECIAL POCKET CASE CARRIES 

material for testing for albumin, sugar, — bacterial infection, pus, blood and 

in feces. 


THE COMPLETE OFFICE OUTFIT 


equipment for making early diagnosis of cancer 
from the urine, percentage of sugar in blood and 
percentage of albumin. 


Information and Reports on Request 


WM. DUNKLER LABORATORIES 
4654 N. Central Ave. 


roved. 


Over 1000 tests. Price $6.00. 


ALSO INCLUDES 


Price complete $10.00. 


Chicago, Ill. 
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Tuttle, A. M., from 516 Haberfelc&k 
Bldg., to 1706 Chester Ave., Bakers- 
field, Calif. 

Van de Grift, James J., from Chicago, 
Ill., to 208 Washington St., Wausau. 
Wis. 

Vandeveer, Horace V., from 302 N 
Main St., to Dahl Bldg., Corner Main 
and Jefferson Sts., Viroqua, Wis. 

Wagenseller, H. \W., from 1051 West- 
wood Blvyd., to 921 Westwood Blvd.. 
Los Angeles, Calif. 

Wahibeck, Rachel, from Kewanee, III. 
to 521 Bondi Bldg., Galesburg, III 

Watt, Donald, from 162 Center Ave.. 


to 3 Boulevard, 
Rochelle, N. Y. 
Weichel, W,, 


Park, New 


Rochelle 


Henry from 4020 Denison 


Ave., to 4248 Pearl Road, Cleveland, 
Ohio 

Wilkes, John F., from Detroit, Mich., 
to 205-6 Fox Bldg., Huron and Quay 


Sts., Port Huron, Mich 

Williams, George S., from 12 S. Cen- 
tral St., to 46 W. Main St., Ramsey, 
N 


Wilson, H. a from 3, 
to 1, Cropthorne 
Edgbaston, 


Calthorpe Road, 
Court, Five Ways, 
Birmingtam, England 


Winslow, E. J., from Bancroft, lowa, 
to Stockport, Iowa 

Yoder, Lee W., from Rockaway Beach, 
Mo., to Masonic Temple, Wabash, 
Ind. 

Zammar, Fred J., from Kansas City, 
Mo., to 204% N. Liberty, Indepen- 
dence, Mo. 


Zimmerman, Nettie Streight, from Waz- 
pakoneta, Ohio, to 2617 Lincoln Way, 


N. W., Massillon, Ohio 

Zink, J. Gordon, from Drexel Hill, Pa., 
to Canton, Pa. 

Zukerman, Albert G., PCO ‘36; 6002 
Ogontz Ave., Philadelphia, Pa. 

Zutz, Matthew, from 630 W. Sixth 
St., to 907 Tatnall St., Wilmington, 
Del. 

REMOVAL NOTICE 
The Morse Laboratories, Inc., take 


| pleasure in announcing to the osteopathic 


profession the removal of their offices 
to more spacious quarters at 
27 East 21st Street 
New York City 
MORSE LABORATORIES, 
Manufacturing Chemists 
AMPOULE MEDICATION 
SPECIALTIES—BIOLOGICALS 
PHARMACEUTICALS 


Inc 





New Revised Edition 


Standard Loose Leaf 
CASE HISTORY BLANKS 


Size 81%4x11—Ruled paper 
Punched for binder 


$1.00 per 100, postpaid 


A. O. A.—540 N. Michigan Ave. 
Chicago 
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PROGRESS 


The growth and development of osteopathy is without parallel 
in the history of the healing arts. Since the establishment of the 
first school in 1892, it has grown from the work of one man to a 
world-wide profession. 


This growth is reflected in the advancement of osteopathic educa- 
tional institutions. It is a far cry from the small, frame building 
which housed the first school to our modern, well-equipped col- 
leges. The recent improvements and enlargements in the Kirks- 
ville College have carried this advance still further. It is a 
source of pride for all osteopathic physicians. 


The Kirksville College will continue to lead the way in osteo- 
pathic education. It remains the largest osteopathic college. The 
fine buildings, complete equipment, competent faculty, sound 
finances, and experienced administration assure the students 
which you send to Kirksville a thorough preparation for a pro- 
fessional career. 


KIRKSVILLE COLLEGE of | 
OSTEOPATHY and SURGERY 


KIRKSVILLE, MISSOURI 
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CATALYN 


CHRONIC DISEASES 


We believe that most Chronic Disease 


is due more to low vitality and lowered re- 


sistance than to any specific cause. 


That is why “Catalyn’ .... the “balanced 


‘ 41 e s e s 
ration of vitamins....is so effective over a 


wide range of disease. 


Mote information from us or from 
the nearest ‘’Catalyn” Distributor 


DISTRIBUTORS: 

724 First National Bank Buildina 
BIRMINGHAM, ALA 609 Title Guarantee Building 
BOSTON, MASS 35 Bonad Road, Arlington 
CHARLESTON, S. C.. 177 Wentworth Street 


ATLANTA, GA.. 


CHARLOTTE, N. C.. 503 First National Bank Building 
CHICAGO, ILL. ‘ 549 West Washington Street 
CINCINNATI, O : 421 Provident Bank Building 


CLEVELAND, 0O.... 
COLUMBUS, 0. 
DALLAS, TEXAS 
DAYTONA BEACH, FLA. 
DES MOINES, |OWA 
DETROIT, MICH 

FORT WAYNE, IND 
HONOLULU, T. H. 
HOUSTON, TEXAS 
JACKSONVILLE, FLA. 
KANSAS CITY, MO 
LOS ANGELES 
MEMPHIS, TENN 
MEXICO CITY 
WINNEAPOLIS, MINN 


7711 Euclid Avenue 

1112 E. Fulton Street 

6042 Richmond Avenue 

220 Magnolia Avenue 

3814 Fifth Street 

528 Penobscot Building 

1204 Maple Avenue 

202 Hawaiian Trust Building 
1120 Jefferson Avenue 

232 W. Forsythe Street 

412 W. 47th Street 

438 Chamber of Commerce Building 
2169 Poplar Avenue 
Gante {| Apartado 1993 
47 South Ninth Street 


MISSOULA, MONT 
NEW YORK CITY 
OAKLAND, CAL 
OKLAHOMA CITY. 
OMAHA, NEBR 
PHILADELPHIA, PA. 
PITTSBURGH, PA 
PORTLAND, MAINE 
PORTLAND, ORE 
PROVIDENCE, R. 1 
RICHMOND, VA 
ROCHESTER, N.Y 
ST. PAUL, MINN 


SAN ANTONIO, TEXAS 


SAN DIEGO. CALIF 
SAN FRANCISCO 
SEATTLE, WASH. 
ST. LOUIS, MO 
TOLEDO, 0 sien 
TUCSON, ARIZONA 


WASHINGTON, D. C.. 


WAUKEGAN, ILL 
WHEELING, W. VA. 
WICHITA, KAS. 


DEPARTMENT 33 


VITAMIN PRODUCTS CO., caTALyn BUILDING, 


31t First National Bank Building 
25 W. 45th Street 

608 16th Street 

417 N. W. 27th Street 
1721 Park Avenue 
3603 Baring Street 
225 S. St. Clair Street 
46 Beacon Street 
Guaranty Building 

100 Waterman Street 
205 North Boulevard 
Hotel Cadillac 

97 East Arch Street 
103 W. Ashby Place 
3709 Sth Avenue 


331 Merchants Exchange Building 


816 Insurance Building 
4521 Shenandoah Avenue 
..2809 Wayne Street 
...33 E. Broadway 

1701 Park Road, N.W 
208 Madison Street 

118 N. Eleventh Street 
116 N. Market Street 


MILWAUKEE, WIS 


